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A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary .. . 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. .. because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 


Dosage: Simply two 2 mg. tablets at bedtime. 
After fuli effect one tablet suffices. 


Best first step when more potent drugs are needed 


® 
Rauwiloid is recognized as basal Rauwiloid + 
medication in all grades and types 


of hypertension. In combination with Hexamethonium 

more potent agents it proves syner- In severe, otherwise intractabie hy- 

yistic or potentiating, makingsmaller  Pertension this single-tablet com- 

dusage effective and freer from side bination provides smoother, less 

dictions. erratic response to hexamethonium. 
b Each tablet contains 1 mg. Ranwi- 

Rauwiloid + VYeriloid® loid and 250 mg. hexamethonium 

In moderate to severe hypertension chloride dihydrate. Initial dose, 

this single-tablet combination per- tablet q:i.d. 

mits long-term therapy with depend- 

ablystable response. Each tablet con- 

tains 1 mg. Rauwiloid and 3 mg. Veri Riker erry 


luid. Initial dose, 1 tablet t.id., p.c. - 
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relaxes 

both min 


well suited for prolonged therapy 
well tolerated, relatively nontoxic 


for anxiety 


e no blood dyscrasias, liver toxicity, Parkinson-like 
syndrome or nasal stuffiness 


e@ chemically unrelated to phenothiazine compounds 
and rauwolfia derivatives 


@ orally effective within 30 minutes for a period of 6 hours 


For treatment of amxiety and tension states and muscle spasm 


Miltown 


2-methyl-2-n-propyl-1,3-p diol te—U.S. Patent 2,724,720 


Tranquilizer with muscle-rel 4 action 
& WALLACE LABORATORIES 
New Brunswick, N. J. 


SUPPLIED: 400 ~~ scored tablets— 200 mg. sugar-coated tablets 
USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 


Literature and samples available on request 


M-3707-R4 
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WZ 


is the word 


for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 
for the tense patient 

who needs to relax and 
remain clear—headed— 


or for the insomniac 


who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit- 
forming. Tablets, 

50 and 200 mg; elixir, 
50 mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethyl-5-methyl- 
2,4-piperidinedione) 


Original Research in 


Medicine and Chemistry 


The Bulletin of The New York Academy of Medicine, Vol. 33, No. 7, July, 1957. Published 
Monthly by The New York Academy of Medicine, 2 East 103 Street, New York 29, N. Y. Entered as 
second-class matter February 3, 1928, at the Post Office at New York, N. Y., under the Act of August 
24, 1912. Annual subscription United States and Canada $8.00. All other countries $9.00. Single copies 90c. 


WOLF & 
now “... care of the man WOLFF 


HUMAN 
GASTRIC 
FUNCTION 


rather than merely his stomach.” 


controls gastrointestinal dysfunction 


because it cares for the man 
At the cerebral level 


the tranquilizer Miltown in “Milpath” controls the 
psychogenic element in G. I. disturbances. (Miltown 
does not produce barbiturate loginess or hangover.) 


_4@8 well as his ‘stomach’ 
At the peripheral level 
© the anticholinergic, tridihexethyl iodide, in “Milpath” 


blocks vagal impulses to prevent hypermotility and 
hypersecretion. 


: for duodenal ulcer @ gastric ulcer @ intestinal colic 
spastic and irritable colon @ ileitis @ esophageal spasm 
G.I. symptoms of anxiety states 


Formula: 


Miltown® (meprobamate) 
400 mg. (2-methyl-2-n- 
Ppropyl-1, 3-propanedio] 
dicarbamate) 
S. Patent 2,724,720 


tridihexethy] iodide 25 mg 
(3-diethylamino - 1 - cyclohexyl] - 
1+ phenyl - 1 - propanol-ethiodide) 
U. S. Patent 2,698,325 


WALLACE LABORATORIES New Brunswick, N. J. Literature and samples on request 
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—greater antibiotic absorption - earlier 


= therapeutic blood levels - faster broad-spectrum 


action. 


Tetracycline Buffered with Phosphate. CAPSULES — (Pink) 250 mg., 


100 mg., (tetracycline HC| equivalents, phosphate-buffered.) SYRUP — Each teaspoonful (5 cc.) 
of orange-flavored syrup contains 125 mg. of tetracycline HC! activity, phosphate-buffered. , 


dosage: 6-7 mg. per Ib. of body weight per day for children and adults. 


REMEMBER THE V WHEN SPECIFYING A 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 
PEARL RIVER, N. Y. *Reg. U.S. Pat. Off. 


CAMBRIDGE DIGITAL PLETHYSMOGRAPH 


Lamp 


BOWSTRING PROJECTION SYSTE 
CONDENSER 


t 


Flexible Ruhber Tube 
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TIME MARKER 


LT @ PINS 
(Tote! elapsed time) 


AIR VALVE 


EXTREMITY 
cue 


Fiexible Rubber Tube 


FOR INVESTIGATION 


OF PERIPHERAL 
VASCULAR CONDITIONS 


The Cambridge Plethysmograph is a 
portable precision instrument for record- 
ing graphically the varying size of the 
extremities of body as determined by the 
state of fullness of their blood vessels. 
The records produced are quantitatively 
calibrated in terms of actual volume 
change of the extremity. 

The extremity under investigation 
(finger, toe, nose, ear lobe, etc.) is en- 
closed in a cup of fixed volume. This cup 
is connected by tubing to a capsule in 
such a manner that variation in the vol- 
ume of the extremity produces a corre- 


CAMBRIDGE ALSO MAKES theStandardString Galvanom- 
eter and Direct Writer Electrocardiographs in Multi- 
channel Models, Audio-Visual Heart Sound Recorders, 
Catheterization Monitor-Recorders, Operating Room 
Cardioscopes, Educational Cardioscopes, Electrokymo- 
graphs, Plethysmographs, Amplifying Stethoscopes, 
Research pH Meters, Automatic Continuous Blood 
Pressure Recorders and Instruments for Measuring 
Radioactivity. 


sponding extension or contraction of the 
capsule. Movement of the capsule is 
magnified and translated to a moving 
pointer, the shadow of which is projected 
into a photographic recorder (camera) 
where its movements are 

recorded on a moving strip 

of bromide paper or film. 


Send for Bulletin 182 


CAMBRIDGE INSTRUMENT CO., Inc. 
3744 Grand Central Terminal, New York 17, N. Y. 
Chicago 39, 4000 West North Avenue 
Cleveland 15, 1720 Euclid Avenue 
Detroit 2, 7410 Woodward Avenue 
Philadelphia 4, 135 South 36th Street 
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ZIRADRYL cream. rotion 


Benadryl® Hydrochloride with Zirconium 


e neutralizes toxins of poison ivy and of poison oak 
- controls allergic process 


+ relieves itching 


ZIRADRYL Cream is supplied in 1-ounce tubes. 


ZIRADRYL Lotion is supplied in 6-ounce bottles. 
CAM 
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tolerance. |... .. thekey 
to successful 
IRON THERAPY 


rao ABDOMINAL CRAMPS 
CONSTIPATION 
on 


WITHOUT 


NO DIARRHEA 


higher hemoglobin response 


Fergon, tablets of 5 grains, bottles of 100 and 500. 
Fergon, tablets of 2'/2 grains, bottles of 100. 
Fergon elixir 6% (5 grains per teaspoonful), bottles of 16 fi. oz. 


Now 
HIGH POTENCY Fergon Plus Improved Caplets® (Fergon with vitamin By. 


and intrinsic factor, folic acid and vitamin C; 2 Caplets 
=1U.S.P. oral unit of antianemia activity), bottles of 100 
and 500 easy to swallow Caplets. 


luithre 


LABORATORIES | NEW YORK 18, N. ¥. 
Pergon (brand of ferrous ond Caplets, 
trademorks reg. U.S. Pat. 
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of daily ter nsions... 


*...a calmative effect ...superior to anything we 
had previously seen with the new drugs.”* 


true calmative 


nostyn 


Ectylurea, AMES 


(2-ethyl-cis-crotonylurea) 


the power of gentleness 


allays anxiety and tension 
without depression, drowsiness, motor incoordination 


NosTYN is a calmative—not a hypnotic-sedative—unrelated to any available 
chemopsychotherapeutic agent « no evidence of cumulation or habituation « does 
not increase gastric acidity or motility « unusually wide margin of safety 
—no significant side effects 
dosage: 150-300 mg. (1% to 1 tablet) three or four times daily. 
supplied: 300 mg. scored tablets, bottles of 48 and 500. 

*Ferguson, J. T., and Linn, F V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. 


/\) AMES COMPANY, INC : ELKHART, INDIANA 28087 
AMES COMPANY OF CANADA, LTD., TORONTO 
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when effective dosage in hypertension 
is difficult to establish and maintain 


Many hypertensive patients ‘escape’ 
the therapeutic effects of medication 
regardless of the hypotensive agent 
used. This problem is further compli- 
cated when the drug’s potency varies 
with different manufacturing lots. 
With Veralba-R, however, contin- 
ued response to effective dosage can 
be expected in most cases. Chemical 
assay of Veralba-R insures constant 


potency from lot to lot. Once Veralba-R 
dosage is established for the individ- 
ual patient, there is seldom any need 
for dosage adjustment. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4 mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 


Literature and clinical supply pack- 
age available to physicians on request. 


VERALBA-\R” 


/PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Veralba-R lowers blood pressure 
without ganglionic or adrenergic 
blocking, and, therefore does not im- 
pair the vasomotor reflexes which 
guard against postural hypotension. 

Furthermore, Veralba-R does not 
disturb other essential vasomotor re- 
flexes that control body temperature 


when treatment is complicated 
by serious side reactions to hypotensive agents 


and distribute blood volume accord- 
ing to physiological requirements. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4 mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 

Literature and clinical supply pack- 
age available to physicians on request. 


VERALBA-R”™ 
3] PITMAN-MOORE company 


i y DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Tridal 
(DACTIL® + PIPTAL®—in one tablet) 
rapid, prolonged relief throughout the G.I. tract 
with unusual freedom from antispasmodic 
and anticholinergic side effects 
One tablet two or three times a day and one at bedtime. Each TRIDAL tablet 
contains 50 mg. of Dactil, the only brand of N-ethyl-3-piperidyl 
of N-ethyl-3-piperidyl-benzilate methobromide. 


diphenylacetate hydrochloride, and 5 mg. of Piptal, the only brand 
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EASIER CONTROL 
OF SUMMER-TIME 
ALLERGIES 


For the quick relief which ACTH 
gives in summer-time allergies, 
with minimal inconvenience to your 
patient, use Cortrophin-Zinc. Its 
prolonged action permits maximal 
response in rose fever, poison ivy, 
poison oak, sumac, asthma, and 
other allergic manifestations, with 
fewer injections. Each injection lasts 
at least 24 hours in the most acute 
cases to 48 and even 72 hours in 
milder cases. And Cortrophin-Zinc 
is easy to use, being an aqueous 
suspension which requires no 
preheating and flows easily 
through a 26-gauge needle. 


CORTROPHIN-ZINC 


Supplied in 5-ce vials, each cc 
HAY FEVER containing 40 U.S.P. units of 
POISON I corticotropin adsorbed on zinc 
- hydroxide (2.0 mg zinc/cc) 
POISON OAK OR SUMAC *7.M.—Cortrophin 


tPatent Pending. Available in other 
SEASONAL ASTHMA countries as Cortrophine-Z. 
ROSE FEVER tOrganon brand of Corticotropin- 
Zinc Hydroxide 


Organon 


ORGANON INC, * ORANGE, N. J. 


hypnosis or sedation with increased safety 
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restores vitality 


THERACEBRIN 


(Pan-Vitamins, Therapeutic, Lilly) 


for a really vigorous multiple-vitamin regimen 
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CLINICAL USES AND HAZARDS OF 
ADRENAL STEROIDS AND THEIR 
ANALOGUES IN THE MANAGEMENT 
OF RHEUMATIC DISEASES* 


Joseru J. Bunim 


Clinical Director, National Institute of Arthritis and Metabolic Diseases, Bethesda, Maryland; 
Associate Professor of Medicine, Johns Hopkins University School of Medicine, Baltimore, Maryland 


INTRODUCTION 


_— EN it became evident that of the thirty crystalline 
G 3] steroids isolated from the adrenal cortex, only hydro- 
k W i cortisone and cortisone possessed significant anti-inflam- 
fh ] matory and anti-rheumatic properties, efforts were made 
2se5e5e5esq) to synthesize analogues of these two 11-oxygenated 
corticoids, The goal has been to find a related steroid of enhanced anti- 
inflammatory potency that would be free of the deleterious metabolic 
and clinical effects encountered in the use of the naturally-occurring 
hormones. This proved to be an exacting task since there is an exquisite 
relationship between the chemical structure and biological activity of 
this family of steroids. The first derivative that aroused interest when 
tested clinically was 9 alpha-fluorohydrocortisone which resulted from 
the substitution of a fluorine for a hydrogen atom at carbon g in the 


* Presented at the Twenty-ninth Annual Graduate Fortnight of The New York Academy of 
Medicine, October 23, 1956. 
From the National Institute of Arthritis and Metabolic Diseases, National Institutes of Health, 
Bethesda, Maryland. 
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nucleus of the hydrocortisone molecule.’ It was soon discovered, how- 
ever, that whereas the antiphlogistic potency of this analogue when 
given to patients with rheumatoid arthritis was approximately ten times 
greater than hydrocortisone, the sodium retaining effects were of even 
greater magnitude, sufficient to preclude the clinical use of this steroid 
in the rheumatic diseases.* When the cortisone or hydrocortisone mole- 
cule was dehydrogenated at carbons one and two, prednisone and 
prednisolone were obtained. These analogues when tested in patients 
with rheumatoid arthritis,* systemic lupus erythematosus* and diffuse 
scleroderma® were found to be four times more potent than the parent 
steroids in anti-inflammatory activity and were free of sodium and water 
retention or potassium loss at doses required to control symptoms. In 
an effort to further enhance the antiphlogistic potency of prednisolone, 
a fluorine atom was added to carbon 9g. Again, as with the first halo- 
genated steroid, the severe loss of potassium and retention of sodium 
that resulted from administration of delta-1, 9g alpha-fluoro-hydro- 
cortisone defeated its usefulness as an antirheumatic agent. Other new 
syrithetic derivatives are being tested at present and the results will be 
awaited with interest. 


BiosyNTHEsIs, METABOLISM AND DISPOSITION OF 
HypRrocorTISONE IN MANn 


The principal corticoid produced by the human adrenal cortex is 
hydrocortisone. Utilizing carbon 14 labeled hydrocortisone, it has been 
possible to measure directly the pool of hydrocortisone in the human 
body and the rate at which endogenous hydrocortisone is synthesized. 
Peterson and Wyngaarden’ have recently determined that in normal 
subjects the adrenal cortices produce an average of 22 mg. of hydro- 
cortisone daily. Upon maximal stimulation by exogenous corticotropin, 
it was found that endogenous production increased sevenfold to 154 
mg. daily. There is a diurnal variation in the rate of hydrocortisone 
secretion. In one normal subject, for example, it was 1.22 mg. per hour 
at g:00 a.m. and 0.51 mg. at 9:00 p.m. The corresponding plasma 
levels of hydrocortisone were 14 and 4 micrograms per cent. Diurnal 
rhythm in plasma levels and urinary excretion of corticosteroids have 
been reported by others.*™ 

Following oral administration of hydrocortisone to fasting normal 
subjects, peak plasma levels are obtained in one to two hours. The 
maximal plasma concentration is related to the size of the dose admin- 


Bull. N. Y. Acad. Med. 
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istered in a ratio of approximately one microgram per cent in plasma 
for each milligram ingested. The plasma concentration returns to normal 
levels within 8 to 12 hours, The rate of disappearance of hydrocor- 
tisone from plasma is proportional to concentration; the biological half- 
life is approximately two hours. The major route of excretion is renal; 
80 per cent of administered steroid is excreted in the urine within the 
first 24 hours and an additional 10 per cent in the next 48 hours. Only 
one per cent of the steroid excreted in the urine is unchanged; the rest is 
conjugated or otherwise altered by the liver.*” 


BENEFITS AND LIMITATIONS OF STEROIDS IN GENERAL 


The 11-oxygenated steroids discussed above—both naturally-oc- 
curring and synthetic—share certain properties and important limitations 
in common. All inhibit pituitary secretion of corticotropin and induce 
exogenous hyperadreno-corticalism, Suppression of endogenous cortico- 
tropin is of value in certain diseases such as congenital adrenal hyperplasia 
(adrenal virilism) or carcinoma of the breast or prostate, but it is of no 
significant advantage to the patient with rheumatic disease. Administra- 
tion of these steroids is followed promptly by suppression of inflam- 
mation and abatement of most of the severe disabling manifestations— 
both systemic and local—of the various rheumatic diseases. But the dis- 
ease process is not eradicated and indeed certain destructive lesions 
continue to progress even while adequate daily doses of steroid and 
apparent clinical improvement are maintained. The initial response to 
these agents in properly selected cases.is uniformly impressive but in a 
considerable proportion of patients improvement declines as administra- 
tion is prolonged beyond 6 to 12 months. When steroid therapy is 
discontinued relapse follows unless a spontaneous remission has occurred. 
When steroid therapy is interrupted, severe withdrawal symptoms are 
likely to follow and some patients may find it impossible to tolerate 
complete discontinuance. 

Yet, despite their limitations, the 11-oxygenated steroids have proven 
to be of great value in the treatment of certain rheumatic diseases and 
have saved or prolonged the life of many patients. Today they are 
“drugs of choice” for patients critically ill with systemic lupus erythe- 
matosus, polyarteritis nodosa or dermatomyositis. 


EVALUATION oF STEROID THERAPY 


It is difficult to critically appraise a therapeutic agent in a disease 
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such as rheumatoid arthritis, for several reasons. It is well known that 
remissions may occur spontaneously. In carefully studied groups, the 
remission rate varied from 13 per cent in one series to 32 per cent in 
another* when aspirin was the principal medication employed and 
neither gold compounds nor steroids were used. Furthermore, results 
of treatment with any agent may be seriously biased by the very nature 
of the composition of the series studied, The outcome may be affected 
significantly by such factors as duration and severity of the arthritis, 
presence of irreversible changes, or age distribution of patients, The 
therapeutic response may be influenced by the use of supplementary 
drugs or other measures, by the competence of total care and by skill of 
management of the patients. 

To control many of these factors a carefully designed and statis- 
tically valid study has been reported recently in England by a com- 
mittee of the Medical Research Council and the Nuffield Foundation.” 
Sixty-one patients were allocated at random to treatment with either 
cortisone (30 cases) or aspirin (31 cases), Therapy was instituted while 
the patients were within the first year of disease and was continued for 
two years. The two treatment groups were especially well matched. At 
the end of two years, the results were remarkably similar and it was 
concluded that there was “little to choose between cortisone and 
aspirin.” In another British control study of 25 children with juvenile 
rheumatoid arthritis treated alternately with aspirin or cortisone, the 
same conclusion was drawn.'* Although these results are impressive and 
statistically valid they do not indicate that cortisone has no place in the 
treatment of rheumatoid arthritis, It would seem to us that when it is 
found that one of two anti-rheumatic drugs tested is not uniformly 
effective, then it would not be unreasonable to expect that the other 
drug might be beneficial in those cases that have failed to improve with 
the first drug. In fact, it has been observed repeatedly by other 
workers and ourselves that a proportion of patients with rheumatoid 
arthritis who failed to respond satisfactorily to aspirin (given in ade- 
quate dosage), when subsequently treated with steroid alone, showed 
moderate or even marked improvement that could be sustained for 
several years. Conversely, in some cases the arthritis was controlled 
better with large doses of aspirin than with restricted doses of cortisone. 
In a third and large group of cases that had not been satisfactorily 
controlled by cortisone alone, the degree of improvement was en- 
hanced by supplementing therapy with salicylates. 


Bull. N. Y. Acad. Med. 
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Jupicious SeLection or PATIENTS AND STEROIDS 


It is prudent to institute hormonal therapy only when less toxic 
antirheumatic agents have failed after adequate trial. The expected 
beneficial results from steroid therapy and the hazard of withholding 
treatment should outweigh the risk of serious adverse effects. In esti- 
mating expected results it should be recognized that in each of the 
rheumatic diseases there may occur advanced structural changes that 
cannot be reversed by steroid therapy. 

The decision to institute steroid therapy should be seriously recon- 
sidered when a careful pre-treatment study of the case reveals the 
presence of tuberculosis, psychosis or severe psychoneurosis,: active 
peptic ulcer, severe microbial infection that cannot be readily controlled 
by antibiotics, diabetes mellitus, thromboembolic phenomena, severe 
osteoporosis or convulsive disorders. 

It has been our experience and that of other observers’ ** that 
appearance, activation, and hemorrhage or perforation of peptic ulcers 
are more likely to occur with prednisone or prednisolone than with cor- 
tisone or hydrocortisone. The same appears to be true for compressed 
fractures of vertebrae. On the other hand, the incidence of sodium and 
water retention, potassium depletion or congestive heart failure is de- 
cidedly higher with the older than the newer steroids, Advantage 
should be taken of differences in potential hazards of the several steroids 
in choosing the most appropriate steroid for patients who manifest 
a predilection to any of these complications, The drug as well as the 
patient may now be judiciously selected. 


GENERAL PRINCIPLES OF Dosace 


The risk of deleterious side-effects increases with the size of dose 
prescribed. When satisfactory improvement cannot be achieved with a 
daily maintenance dose of approximately 50 mg. of cortisone or 15 mg. 
of prednisone and these doses are exceeded, it is much more likely that 
major undesirable side-effects will be encountered during or soon after 
prolonged administration. In an effort to reduce the daily dose to the 
lowest tolerable level, it may be necessary to urge the patient to 
accept less than maximal improvement, to shorten the interval between 
divided doses without increasing the total daily amount, or to supple- 
ment steroids with salicylates or—in cases of systemic lupus erythema- 
tosus—with antimalarial drugs." *° Women, particularly those at or 


July 1957, Vol. 33, No. 7 


F 
| 
| 
| 
] 
| 
4 
= 


466 J. J. BUNIM 


near menopause, do not tolerate adrenal steroids as well as men, and 
children not as well as adults. The dose should therefore be regulated 
accordingly. 

There is little or no advantage to be gained in combining different 
compounds such as salicylates or tranquilizing drugs with very small 
amounts of steroids in a single tablet. There are several objections to 
such a measure. It tends to exaggerate the safety of steroid administra- 
tion and impart to the patient and physician an unwarranted sense of 
optimism concerning the development of adverse effects. It promotes a 
reckless increase in the number of disorders (many of them benign and 
self-limited) for which these potent hormones are recommended. It 
encourages relaxation of the caution and vigilance that have been wisely 
adopted as a result of bitter experience in the past with prolonged 
steroid therapy. It restricts flexibility and encumbers adjustment of 
dosage of the separate ingredients to the individual needs of the paticn . 

The limits of this paper will not permit a review of the results 
obtained with steroid therapy in the several rheumatic diseases. An 
abundant literature on this subject, including many reviews, has accu- 
mulated since Hench and his associates published their historic observa- 
tion in 1949. There is a wide range of opinions on the value of steroid 
therapy in rheumatoid arthritis, rheumatic carditis, systemic lupus 
erythematosus, polyarteritis nodosa, systemic scleroderma and derma- 
tomyositis. We believe that steroids have an important place in the 
treatment of certain types of cases in each of the diseases mentioned. 


Hazarps OF PROLONGED STEROID THERAPY 


The undesirable side-effects in prolonged steroid administration 
are numerous and known well enough not to require repetition h 
In a recent report Howell and Ragan*' listed 41 different untoward 
effects observed in 68 patients with rheumatoid arthritis given pro- 
longed hormonal therapy and observed for a period of five years. The 
aggregate number of adverse events in the 68 patients was 404. I~ 
general, the vast majority of undesirable symptoms, however, are of 
minor importance clinically and certainly do not indicate need for in- 
terrupting therapy. 

Four major side-effects—peptic ulcer, compression fracture, mental 
disturbance and collagen-vascular disease—require special considera- 
tion because they occur not uncommonly, are disabling, and may be 
of serious consequence. 
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Peptic ULcEer 


It has been estimated that in the general population 5 to 10 per cent 
develop a peptic ulcer during a lifetime, whereas at any one annual 
survey the prevalence will vary from one to three per cent. In England 
peptic ulcers have been reported to occur in 5.8 per cent of men and 
1.9 per cent of women between ages 15 and 64.** In two arthritis clinics 
the frequency of peptic ulcer among patients with rheumatoid arthritis 
who had not received steroid therapy was 4.5 and 8.0 per cent.**” In 
our series of 64 patients treated with cortisone for 6 to 42 months, the 
incidence of peptic ulcers was 8 per cent.*° In Ragan’s series of 68 
patients observed for a similar period the incidence was 26 per cent. 
In a group of 15 patients treated with prednisone or prednisolone and 
observed by us for 12 to 24 months, the incidence was 27 per cent 
(four patients), Each of the four patients who developed an ulcer 
received 20 mg. or more of prednisone daily, Kern, Clark and Lukens** 
found that 3 of 14 (21 per cent) prednisone-treated patients developed 
peptic ulcer when the daily dose was 20 mg. or greater, whereas none 
of 54 patients developed ulcers when the daily dose was held to 15 
mg. or less. Boland’* reported an ulcer incidence of only 6.5 per cent 
in a group of 141 patients with rheumatoid arthritis treated with predni- 
sone or prednisolone for six to nine months, The short period of 
observation and lower dosage may account in part for the discrepancy 
between 27 per cent in our series and 6.5 per cent in Boland’s, It is note- 
worthy that the incidence of gastric complaints simulating those that 
accompany peptic ulcer increased from 5.5 per cent to 31 per cent when 
109 of Boland’s cases were transferred from hydrocortisone to predni- 
sone therapy. 

Ulcers may appear during the first few weeks of steroid adminis- 
tration or not until the second or third year. Although there is no 
apparent relation to duration of therapy, there does seem to be a 
direct relation to size of daily dose.*** Ulcers may occur in the stomach 
or duodenum. They often heal during continued steroid therapy when 
conventional ulcer management is instituted (diet, antacids and anti- 
cholinergic drugs). On the other hand, some may perforate or bleed 
severely without warning or even without antecedent symptoms. The 
outcome may be fatal. Of 11 deaths in Ragan’s series, two were due 
to bleeding peptic ulcer and one to perforation.*! In view of these 
potential hazards it may be prudent to prescribe antacids and an ulcer 
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regimen prophylactically when steroid therapy is first instituted. The 
most promising means of reducing the risk of ulcer is to reduce the 
size of daily dose of steroid to 50 mg. of cortisone or 15 mg. of predni- 
sone or less. 


OsTEOPOROSIS AND CoMPRESSED FRACTURES 


Osteoporosis occurs commonly in active rheumatoid arthritis and 
increases with severity and duration of the disease even when the 
patient is treated with conservative measures. Nevertheless, the inci- 
dence of compressed fractures of the vertebrae (and to a lesser extent 
of other bones) is apparently greater in patients given prolonged 
steroid therapy. Furthermore fractures have been observed in steroid- 
treated patients with diseases other than rheumatoid arthritis, diseases 
not otherwise associated with vertebral compression. 

Of 59 patients with rheumatoid arthritis receiving long-term corti- 
sone therapy and observed for four years, fractures occurred in seven 
per cent.” Of 15 patients with the same disease given prednisone and 
observed for one to two years, fractures occurred in five (33 per cent).”* 
Four of these prednisone-treated patients had previously received long- 
term cortisone therapy but only one had suffered a fracture while taking 
cortisone. One of the five patients was a male; one female patient was 
28 years old and the other three were at or past the menopause. All 
patients were ambulatory and were engaged in normal activity when 
fracture occurred. 

The commonest sites of fracture are in the dorsal or lumbar vertebral 
bodies. As a rule, the anterior vertebral border is compressed and neuro- 
logical complications do not occur. At the onset, back pain is usually 
but not invariably present and it generally disappears in a few days or 
weeks. In most cases it is not necessary to discontinue steroid adminis- 
tration, 

The mechanism for this deleterious effect is not entirely clear 
Similarity between the occurrence of this manifestation in induced 
hyperadrenalism and in naturally-occurring Cushing’s syndrome is 
striking, the incidence of osteoporosis in the latter condition having 
been reported as 24 patients of 29 in one series** and 10 of 17 in an- 
other.** The best explanation thus far advanced is based on Albright’s 
doctrine that osteoporosis is a disease of protein matrix of bone and 
not of bone itself. The adrenal oxysteroids, being anti-anabolic, inter- 
fere with the process of matrix formation while bone resorption pro- 
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ceeds at a normal rate. Administration of these steroids causes an in- 
crease in urinary nitrogen excretion and, unless protein intake is high, 
negative nitrogen balance.” Calcium balance studies have been relatively 
few and thus far have not demonstrated consistently significant calcium 
loss or negative balance. Additional studies are needed to elucidate the 
full explanation for osteoporosis associated with steroid therapy. 

The effectiveness of estrogen and androgen in protecting th- 
skeleton during cortisone therapy has been studied by Henneman and 
his associates, in patients with intractable asthma. Measuring only 
urinary calcium excretion, these workers found that the sex steroids 
reduced to normal the urinary calcium excretion of patients with 
hypercalciuria but were without effect in patients with normal urinary 
calcium excretion. To date the reported results of androgenic and estro- 
genic therapy in reducing the hazard of fracture have not been im- 
pressive. The efficacy of the sex steroids and also of dietary calcium in 
protecting the skeleton during hormonal therapy is currently under 
study by Dr. Whedon of our Institute who is employing the complete 
balance technique. 


DisTURBANCES 


After a thorough review of the literature and a scholarly analysis 
of the many hypotheses advanced to explain the causality of mental 
disturbances associated with corticotropin and cortisone administration, 
Quarton and associates* concluded that our knowledge on this subject 
is inadequate, the mechanism of these disturbances not well under- 
stood, and a completely satisfactory hypothesis has not yet been formu- 
lated. It was assumed that hormonal therapy might inconstantly pro- 
duce in susceptible patients a specific pattern of altered function of 
the nervous system. This change could result from the interaction of 
several factors both internal and environmental, such as central vascular 
lesions (present in cases of systemic lupus erythematosus), certain 
metabolic and endocrine disorders, emotional stability of the individual, 
and situational factors which bear on the psychological defenses of the 
patient. 

Goolker and Schein* conducted a detailed study of the psychic 
effects of corticotropin and cortisone in 80 patients with diverse diseases 
including systemic lupus erythematosus, asthma, rheumatoid arthritis 
rheumatic fever and blood dyscrasias. Fifteen per cent exhibited distinct 
aberrant psychic reactions that were mostly transitory and mild. The 
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patterns observed were classified as depressions, paranoid reactions, and 
schizophrenic and toxic syndromes, The reactions were not predictable 
since no consistent relation could be detected between the incidence 
or type of aberration and the size of dose, duration of therapy, asso- 
ciated metabolic alteration or even pre-treatment psychic state. Glaser™ 
found that the pre-treatment personality pattern determined the psycho- 
logical content of the psychosis but not its onset. The relationship be- 
tween electroencephalographic changes and psychotic reactions was 
not consistent. The reported incidence of psychosis has ranged from 
o to 10 per cent*! and averaged about 5 per cent. It is interesting 
that the manifestations of the somatic disease are usually suppressed 
during psychosis even after hormonal therapy is interrupted. 
Whether steroid should be discontinued when mental disturbances 
supervene will depend on the severity and nature of the reaction. As 
mentioned, in most cases the aberration is benign and self-limited. In 
other cases electroconvulsive therapy may be necessary. The hazard 
of suicide in the depressive reactions and of protracted psychosis requires 
assessment when continuance of hormone therapy is contemplated. 


CoLLAGEN-V ASCULAR DISEASE 
(Systemic lupus erythematosus, polyarteritis nodosa) 


In the past year we observed three patients among 29 with rheuma- 
toid arthritis who developed polyarteritis nodosa and one patient with 
diffuse scleroderma (confirmed by skin biopsy) who developed clinical 
features of systemic lupus erythematosus while receiving prolonged 
prednisone therapy. Since pre-treatment biopsies were not done on the 
rheumatoid patients it is difficult to be certain that vasculitis had not 
been present before steroid administration was begun. In the case of 
scleroderma, however, tests for L.E. cells were negative before predni- 
sone was given and became positive after 15 months of treatment, when 
the dose was being reduced. Slocumb* drew attention to the occurrence 
of “transitory panmesenchymal reactions” in patients with rheumatoid 
arthritis when cortisone was gradually withdrawn following signs of 
“hypercortisonism.” He noted L.E. cells in 15 patients and polyarteritis 
in three. Such reactions were seen by Slocumb only in patients with 
rheumatoid arthritis, Other workers have reported similar findings in 
rheumatoid patients whose cortisone was either being maintained or 
had been recently discontinued.**** 

It should be emphasized, however, that before the advent of corti- 
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sone, arteritis was recognized as an integral part of the pathological 
changes encountered in rheumatoid arthritis.** This finding has since 
been confirmed by others.***° It is now apparent that the severity of 
the vasculitis may range from very mild arteritis to necrotizing angiitis 
indistinguishable from that seen in polyarteritis nodosa, Several workers 
have reported the presence of this lesion in patients with rheumatoid 
arthritis who had not received steroid therapy.** ** 

Arthritis commonly appears among the earliest manifestations of 
systemic lupus erythematosus and not infrequently may be the only 
clinical expression of the disease for several years before the typical 
features of systemic lupus erythematosus supervene. In such cases the 
joint changes are often indistinguishable from rheumatoid arthritis. *° 

Statistically valid studies on the incidence of collagen-vascular dis- 
ease in comparable groups of patients with rheumatoid arthritis treated 
and untreated with steroids have not yet been reported. Further 
investigation is required to clarify the role of steroid administration in 
the pathogenesis of necrotizing vasculitis or systemic lupus erythema- 
tosus in patients with rheumatoid arthritis. 

When these complications develop it is reasonable to resume or 
continue steroid therapy since this is the drug of choice in the treat- 
ment of spontaneously occurring collagen-vascular disease. When the 
patient improves, attempts may then be made to gradually discontinue 
the drug. The response of these complications to steroid therapy will 
vary with their severity. In fulminating cases the outcome is often fatal. 


SUMMARY 


With the aid of radioactive hydrocortisone, the rate of endogenous 
synthesis of hydrocortisone, the size of its miscible pool, the rate of 
its absorption, metabolism and excretion in man have been measured. 

Synthetic antirheumatic steroids have certain advantages in contrast 
to cortisone and hydrocortisone but share with the latter important 
limitations and serious, adverse effects, some of which may be fatal. 
The risk of deleterious side-effects can best be reduced by reducing 
the size of the daily dose of steroid. The need for cautious and circum- 
spective selection of patients is imperative. The expected beneficial 
results from steroid therapy and the hazard of withholding treatment 
should outweigh the risk of serious adverse effects. 

Despite their limitations and hazards, the 11, 17-oxygenated steroids 
occupy an important position in the treatment of selected cases of each 
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of the rheumatic diseases mentioned and may prove to be life-saving. 

New steroids are currently being synthesized and tested with the 
objective of finding a steroid that will be free of serious side-effects 
yet retain anti-inflammatory potency. 
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NEW DRUG THERAPY IN PSYCHIATRY: 
CLINICAL USES AND ABUSES IN 
MENTAL DISORDERS* 


Paut H. Hocn 


Commissioner of Mental Hygiene, State of New York 
Professor of Clinical Psychiatry, College of Physicians and Surgeons, Columbia University 


1 sHOULD like to discuss several aspects of the problem 
from a clinical point of view, namely, what kind of 
W. drugs should be selected for treatment, indications for 
the use of tranquilizing drugs, the question of dosages, 
peseseseseses) and how long treatment should be continued. It also 
would be important to assay our present knowledge regarding the 
therapeutic efficacy of the drugs now available and what we are able 
to hope for with compounds which will be introduced in the future. 
It is important to discuss the side effects of some of these drugs, place 
them in proper perspective, and appraise them in relationship to what 
they are accomplishing. 

The selection of drugs to be used for treatment is still largely made 
on the basis of the clinician’s preference rather than on clear-cut 
indications. Nevertheless a few observations have now crystallized even 
though no final judgment is permissible at present. In small numbers of 
psychotic patients intensively investigated and in large numbers of 
psychotic patients treated in state hospitals, it has been found that 
chlorpromazine acts more quickly than the Rauwolfia preparations. 
Therefore, it is preferred in the treatment of an acute mental disorder 
to reduce excitement or a state of agitation. It can be stated that chlor- 
promazine, when given orally is more effective in this group of patients 
than reserpine. If treated with reserpine, patients in an acute psychotic 
break usually need injections of the compound in the first phase of the 
treatment. Later on they can be switched to oral medication, Those 
patients treated only orally with reserpine do not fare as well as those 
treated orally with chlorpromazine. 

Investigations are going on to determine which compound is most 
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effective in patients when the medication is given in a non-acute phase 
of the disorder. No final decision has been reached in determining 
whether or not chlorpromazine is superior to Rauwolfia. My personal 
feeling is that Rauwolfia has a more limited range of application than 
chlorpromazine and that more patients respond favorably to chlor- 
promazine than to the Rauwolfia preparations. On the other hand it 
should be stated that chlorpromazine has more side-actions than the 
Rauwolfia drugs. This will have to be considered clinically in treating 
certain patients where it is suspected that there may be some compli- 
cation, although today it is difficult to know how a patient will respond 
to a compound. However, we do have some observations. For instance, 
if we know that a patient has liver involvement or gallbladder disease, 
we would not want to expose the patient to chlorpromazine because 
of the possible development of jaundice. In such patients reserpine 
would be preferable. 

It is undeniable that some patients respond better to one drug than 
to another but we have no clinical evidence yet as to why this is so. 
In other words, after examining the patient, we are unable to deter- 
mine to which tranquilizing drug he will respond better. We speak 
here of individual responses and not on a statistical basis. Statistics 
indicate that chlorpromazine is probably the most effective drug in 
our hands today that is used in psychotic patients. This is followed by 
reserpine. The other available compounds such as Frenquel, Miltown, 
etc., are far less effective in psychotic patients than chlorpromazine 
or reserpine. Sparine or promazine is now under investigation and is 
effective in a number of patients but apparently it is milder in action 
than chlorpromazine. 

Most of the reliable information on the action of these compounds 
relates to psychotic patients. A considerable literature also exists on their 
use in neurotic patients. However, the interpretation of data with these 
patients is far less reliable than with psychotic patients. The oral use of 
chlorpromazine and reserpine in neurotic patients shows that both are 
effective. We do not know in what type of patient which drug would 
be preferable and therefore the choice of drug prescribed is dependent 
upon what drug the individual psychiatrist or physician thinks is the 
most suitable and effective. Sometimes in prescribing for these patients 
the physician is motivated not only by the known efficacy of the drug, 
but also by the fear of complications. For instance, the physician may 
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be influenced by the knowledge that chlorpromazine, regardless of 
dosage, may produce an obstructive jaundice in a certain percentage 
of patients and that some patients may develop agranulocytosis, the 
most serious complication with chlorpromazine. Reserpine does not 
produce too many physical complications. On the other hand, a fairly 
large number of patients have been reported to have developed a 
depression while on a Rauwolfia preparation, and when present, a 
mild depression was aggravated by the administration of the drug. We 
may add that a depression may also be precipitated by chlorpromazine 
but with much less frequency than when Rauwolfia preparations are 
used. Where there is a history of gallbladder disorder or of skin allergy 
in neurotic patients, it is preferable to use reserpine, In patients with a 
history of depressive attacks or where depression is a part of the clinical 
symptomatology— and many neurotic patients have mild depressive 
features—preparations other than the Rauwolfia compounds are pre- 
ferred. However, there are so many exceptions to this rule that these 
contraindications will have to be examined carefully when we have 
more knowledge. We have seen patients with clinically depressive fea- 
tures in whom reserpine did not precipitate a depressive attack. We 
have also seen patients with a history of jaundice where chlorpromazine 
was tolerated very well. 

The indications for using the tranquilizing drugs are still more or 
less in a chaotic state. If you examine the literature, published both here 
and abroad, you invariably arrive at the conclusion that these drugs 
should be used for every psychiatric condition, regardless of origin, 
and if you use these drugs long enough in adequate dosages all patients 
will be cured. Some of the publications available are frankly contra- 
dictory and a clear-cut table indicating when to use the tranquilizing 
drugs has not emerged. Today we are still in the state where prac- 
tically every patient receives one or the other of the drugs for a time 
and if he does not respond then some other treatment is tried. However, 
some observations now available suggest that the tranquilizing drugs 
have specific indications. We believe that in a year or two these indi- 
cations will be much more sharply drawn and more clearly understood 
than is the case today. 

All investigations agree that the drugs are most effective in psychotic 
patients who show a so-called over-reaction, who are excited, tense, 
and anxious, and in patients who have delusions and hallucinations. 


Bull. N. Y. Acad. Med. 


NEW DRUG THERAPY IN PSYCHIATRY 477 


Apathetic, driveless, emotionally burned-out patients do not respond 
too well to the tranquilizing drugs. We are aware of the difficulties, 
at times clinically confusing, that occasionally arise in a patient who 
appears to be apathetic and driveless and underneath has a great deal 
of tension. To separate the true apathetic from the pseudo-apathetic, 
the true driveless from the pseudo-driveless, will be a future psychiatric 
task, 

Without going into great detail we should like to outline some of 
the observations made on the tranquilizing drugs in different psychiatric 
conditions. As in any other psychiatric treatment, it is permissible to 
discuss the reaction of a particular group of patients to the drugs and 
especially from the point of view as to what extent certain psychiatric 
symptoms or syndromes respond. This, however, should not obscure 
the fact that treatment with drugs alone or in combination with other 
treatments should be an individual undertaking and should take into 
consideration all the special physical and emotional factors which 
appear in the patients’ symptomatology. 

At present we are using drugs in large numbers of patients. This 
does not necessarily mean that these patients should not have a physical 
and mental examination and that details of their psychiatric illness are 
not appraised. Mass use of the drugs should not assume that the patient 
is physically well, suffering from some form of emotional disorder, 
and then prescribing one or the other of the tranquilizing drugs to 
relieve the emotional state. When we discuss some of the abuses which 
occur in using the drugs we will again emphasize that it is important 
to establish a psychiatric appraisal of the situation and know for what 
the drug is to be used. 

The tranquilizing drugs are most effective in psychotic patients 
and especially in early catatonic and paranoid schizophrenic patients. 
Hebephrenic and simple types of schizophrenia show alteration in 
behavior, but they do not achieve the same amount of reintegration 
with the drugs observed in the other two groups, This is not new and 
agrees with observations learned from shock therapy and lobotomy. 
Again we make the observation that catatonic and paranoid forms of 
schizophrenia are more apt to reintegrate than the other forms of 
schizophrenia which have a far more disorganizing effect on psychic 
functioning. 

In manic depressive patients the tranquilizing drugs are very effective 


July 1957, Vol. 33, No. 7 


% 
a 
| 
j 
. 4 
| 
Ne 


478 P. H. HOCH 


in the manic state. They are not effective in the depressive states 
except in patients who suffer from agitated or tense depressions. Simple 
depressions, retarded depressions, and so-called neurotic depressions 
usually do not respond well to the drugs, and usually respond well 
only if features of tension or agitation are mixed in the clinical sympto- 
matology. Actually one of the commonest mistakes today is to give 
a depressed patient these drugs, leave the patient unattended, and assume 
that the drug will control the patient’s symptomatology. The number 
of suicidal attempts under tranquilizing drugs is rising. Depressed 
patients, unless carefully supervised, should not receive tranquilizing 
drugs in an ambulatory setting. We should be aware of the fact that 
depressed patients are capable of committing suicide even when they 
are under the influence of the drug. 

The tranquilizing drugs are very effective not alone in cutting 
tension and excitement, but also in influencing states of confusion or 
states of delirium. They are valuable adjuncts in trying to clear con- 
fusional states in the organic psychoses, For instance, in alcoholic 
patients who suffer from confusion, in some arteriosclerotic patients, 
or in patients suffering from head injuries, the drugs are most effective 
in calming the patient and in shortening these confusional episodes. 
The drugs have no effect, however, on the symptomatology of organic 
psychoses which fall in the realm of dementia or deterioration. In 
other words, patients with an enfeebled intellect respond only insofar 
as their behavior is better controlled and in that they are not excited 
or upset. A dementing process is not prevented or influenced by 
the drugs. 

The efficacy of the tranquilizing drugs in certain psychoses is 
well established. The questions which are not settled are, how perma- 
nent is the improvement of these patients, how long should treatment 
continue, and, statistically, how many patients respond. These questions 
are still open and some time will elapse before we will have reliable 
answers to them. There is nearly complete agreement among those who 
use the tranquilizing drugs in state hospital settings that these drugs 
control excitement and disturbed behavior far better than previously 
used treatment. The use of restraint has dropped very markedly with 
the use of the drugs. Many of the patients under the influence of tran- 
quilizing drugs not only behave better, but are able to engage in 
activities, are able to follow a therapeutic regime and indulge in active 
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participation. Therefore, the idea expressed by some that these patients 
are only sedated and because of the sedation do not display any 
initiative, is not correct for the majority of patients, This is especially 
true for those patients who are maintained on comparatively small 
amounts of the drugs which do not interfere with their mental func- 
tioning and do not slow down their actions. 

The drugs, of course, are used not only in psychotic patients but 


in many neurotic patients, The tranquilizing drugs are prescribed in 
large quantities outside of mental hospitals and practically every 
physician today prescribes these drugs to patients when he assumes 
that some emotional symptomatology is present. Observations made 
in this country do not confirm some of the statements made in the 
European literature that many severely neurotic patients recover after 
receiving the drug for a few weeks. In some anxious patients the drugs 
are of great value. In others with similar symptomatology they are not 
effective. There are neurotic patients who, under the influence of the 
drugs, and more particularly the Rauw olfia preparations, develop symp- 
toms of depersonalization, depression, and other unwarranted manifesta- 
tions, which aggravate their condition and interfere with their treatment. 
The value of these drugs in neurotic patients is far from being ade- 
quately assessed. It is undeniable that some neurotic patients function 
better under the influence of the drugs. In other neurotic patients no 
improvement is noted. We feel that the drugs are more effective in 
the gross mental disorders than in the neuroses, but much more investi- 
gation will be necessary to arrive at a definite conclusion. 

The drugs are quite effective in psychosomatic cases and especially 
in those cases where a great deal of vegetative nervous system discharge 
is present. In these patients the drugs contribute a great deal to the 
better management of the patient. 

There is considerable discussion in the current literature about 
dosages of the tranquilizing drugs. The dosage is a highly individual 
affair and actually no standards can be quoted. For instance, some 
patients respond to 50 mg. of chlorpromazine and others need 1500 
mg. Some patients respond to 1 mg. of reserpine and others need 18 
mg. One of the common errors in the treatment of these patients is 
the fact that these great dosage ranges are not recognized and the 
proper dosage has not been worked out and adapted to the patient’s 
condition. Some have raised the question as to how far we should go 
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in dosage to achieve clinical results. Some use very high dosages. We 
feel that we should increase the dosage considerably if the patient does 
not respond. For instance, with chlorpromazine we use dosages up to 
1200 mg. but I know of some physicians who use up to 4000 mg. daily. 
It is not yet definite how far we should go and there is a point of no 
return in clinical improvement. With reserpine some use up to 18 
to 20 mg. daily. Again we do not know how far we should raise the 
dosage to improve the patient’s condition. We believe that with chlor- 
promazine the patient should be given up to 1200 mg. and with reser- 
pine up to 18 mg. for a period of time before deciding that the patient 
will not respond to the drug. 

Considerable difficulty arises in determining the dosages in ambu- 
latory treatment. Some do not wish to give the higher doses because 
they feel this would create complications, Accordingly, the patient 
is often kept on a comparatively low dosage and, if he does not respond, 
the treatment is given up or a trial of other drugs begins, even though 
the patient would have been well controlled by receiving a higher 
amount of the first drug. In ambulatory patients it is important to 
decide how far the dosage of the drug can be raised without interfering 
with the ambulatory status. If the patient does not respond, temporary 
hospitalization is advisable in order to use higher doses rather than to 
discontinue treatment and assume that the patient does not respond 
to the medication. The second issue, which is also controversial, is 
how long the use of the drugs should be continued. Some advocate 
that the drug be discontinued if the patient does not respond within 
two months. We feel that this is probably too short a time to judge 
and would prefer to set the termination date after four months. This 
implies that the patient should have received the drug in adequate 
amounts. If a patient does not respond to one of the tranquilizing drugs 
the question arises, should he be switched to another? This can be done 
and there are patients who respond better to one compound than to 
another. Observations show, however, that a considerable number of 
patients who do not respond to one also do not respond to another 
of the drugs. We believe that a considerable amount of research will 
have to be done on this aspect of drug therapy and if possible try 
to learn the physical and psychic indications that determine which 
drug should be used. 

We would also like to emphasize that it is much more difficult 
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to establish the maintenance dose of the patient than the primary 
therapeutic dose. We all use maintenance dosages and for the patient 
who has been on the drug for a few weeks or a few months the dosage 
is usually reduced to a level at which we believe he will be able to 
function properly. To determine the maintenance dose needs a con- 
siderable amount of experimentation in some patients, It is not always 
easy to establish the proper amount. In some patients a definite adapta- 
tion and tolerance develops. In such cases the dosages can be raised, 
but we have encountered patients who even with raised dosages do 
not respond in the same way they did at the beginning of therapy. 
In these circumstances a change to another drug is definitely indicated. 
There is considerable controversy in the literature as to how long 
the treatment of a patient should be continued when he is responding 
well to a drug. Should such a patient be treated for a few months and 
then cut off or should the patient be given the drug indefinitely? In 
a certain number of patients it is possible to stop the drug after a few 
weeks or months and then find that the patient is able to get along 
without it. We regret to say that in a large number of psychotic patients 
and also in a considerable number of neurotic patients responding to 
the drug, it will have to be continued for a long time—if not indefinitely. 
If the drug is withdrawn the clinical symptoms of the patient recur, 
sometimes gradually and slowly, and at other times quite suddenly. 
It has not yet been determined how long a patient should be maintained 
on a drug and more information than we have today must be obtained 
on this important point. 
In addition to discussing uses of tranquilizing drugs in a general 


way, we have also been asked to discuss their abuses. It is obvious that 


with any new treatment approach, and especially if it develops fairly 
-apidly, certain abuses also develop. These abuses are even more under- 
standable if we consider that the etiology of many of the disorders 
is unknown. The use of these compounds therefore cannot be applied 
as specifically and clearly as in disorders with a known origin. How- 
ever, this does not mean that in some instances the tranquilizing drugs 
are not used indiscriminately. 

The American Psychiatric Association recently issued a statement 
concerning the use of these drugs by the public for the relief of every- 
day tensions. It outlined the contributions made by these drugs to 
psychiatric practice. At the same time it pointed out that these drugs 
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are used by the public for the relief of common anxiety, emotional 
upsets, nervousness, and the routine tensions of everyday living. A 
market research firm has stated that thirty-five million prescriptions for 
such drugs were filled in 1956 and that three out of ten prescriptions 
written by physicians in 1955 were for tranquilizers. We do not want 
to enlarge here on the public health aspects of this observation. You 
will recognize that in this situation we are not dealing with abuses 
alone, but we are faced with a tremendous demand to regulate nervous 
tension and anxiety by medication, An unsuspected large segment of 
the population is obviously seeking a safe tension-reducing agent. We 
believe that in addition to the psychiatric and medical measures which 
must be taken to delineate the indications for these drugs for different 
emotional disorders, it will be necessary to study in detail the reasons 
why such a great demand exists in the population for such drugs that 
have this tension-reducing property and why such a large segment of the 
population feels they are in need of such support and relief. 

We feel the following trends in the use of the tranquilizing drugs 
should be checked. First, patients should not receive a tranquilizing 
drug without proper physical and mental examination. We know that 
some of the drugs can lead to physical complications and therefore 
the physical status of the patient at the beginning of medication is of 
importance, Complications are known to develop with chlorpromazine 
and reserpine. We have less knowledge about complications concerning 
the milder tranquilizing drugs, but we do not believe that we can state 
at present that no complications can develop and that they are harmless. 
It is unwise to claim on the one hand that these different compounds 
ire highly effective and exert specified actions on the nervous system 
and other parts of the body, and on the other hand try at the same 
time to convey the idea that they are completely harmless agents, which 
in their chemical action are similar to a placebo. No chemical com- 
pound effective in the realm of psychiatric disorders can be considered 
completely harmless for the simple reason that these drugs not only 
produce physical symptoms, but can also produce emotional symptoms. 
The physical symptoms are those which are usually the most con- 
spicuous. Therefore, we have known for some time what physical 
side-effects can be produced by chlorpromazine or by the Rauwolfia 
compounds. It was only later that we became aware of the fact that 
in some patients these compounds produce undesirable emotional 
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states, instead of relieving them. In a paper dealing with the effect 
of chlorpromazine on moderate and mild emotional disturbances we 
have indicated that at times emotional complications may occur, The 
same is true with the use of the Rauwolfia preparations. Actually far 
more cases of depression occurring during Rauwolfia medication were 
reported by reliable investigators than with the other compounds, We 
do not know enough about the milder tranquilizing compounds like 
meprobamate which are used in the milder emotional disorders. We also 
do not know if psychic complications occur with any frequency or not. 

Second, we believe that if a tranquilizing drug is prescribed, a 
proper indication for its use should be present. In other words, it should 


not become a reflex panacea, meaning that any and every kind of 


nervous and emotional complaint should be treated by giving one or 
another of the tranquilizing drugs. It would be deplorable if the emo- 
tional complaints of the patient were not assessed and properly evalu- 
ated, and if all forms and kinds of emotional disorders regardless of 
how they occur, in what configuration they manifest themselves, and 
what causes are behind them, would be treated by the administration 
of a tranquilizing drug. 

Another difficulty which we frequently encounter is that the patient 
is not kept under close enough medical surveillance as to what mental 
and physical symptoms he may develop under the influence of these 
drugs. The first few weeks of treatment with these drugs are a crucial 
time and frequent observation of the patient is essential. We have seen 
patients develop depressions who were told to take the medication 
and to return in two or three weeks, with the assumption that the drug 
would either help or not help, but that it could not produce undesirable 
effects. Many physicians are aware of some of the physical complications 
which can be produced by these drugs, but are far less aware of the 
mental alterations which can be observed. Fortunately, in the majority 
of the patients there is an amelioration, but in some there is an aggrava- 
tion, of the existing symptomatology and sometimes even new symp- 
toms occur. 

A patient who is using the drug on a maintenance dosage level does 
not have to be seen as frequently as a patient still under full treatment. 
However, even patients who are on a maintenance dose should be seen 
every few weeks to determine whether or not the drug still controls the 
symptoms, whether the amount given can be reduced, or even if the 
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drug can be withdrawn. It is also important to decide whether the 
patient will or will not require psychiatric help in addition to the drug 
treatment. 

This brings up one of the most important issues on which no 
general agreement has been reached. A certain number of patients 
receiving the drugs function adequately, lose their symptoms, feel com- 
fortable, and for all practical purposes are able to live a normal life. 
This may often be within the framework of some limitations, but never- 
theless conspicuous mental symptomatology is absent. It has not been 
established as yet how many patients are able to do that by receiving 
only the drug and without any psychotherapy. In the state hospital 
system, we see quite a number of patients who show improvement 
under these drugs and maintain their improvement after they are 
discharged even though they receive very little psychotherapy. In a 
considerable number of patients, psychotherapy is needed in addition 
to the drug treatment. This is especially true of patients who are im- 
proving and are becoming aware of some of their conflicts or adapta- 
tional difficulties with the environment and would like to have help * 
overcoming these difficulties. 

A considerable number of patients become more amenable to 
psychotherapy while under the drug. Because the psychiatrist’s time 
is not absorbed by giving these patients reassurance, some of the 
adaptational difficulties and conflicts can be disclosed more rapidly and 
at times more incisively than otherwise. How psychotherapy should be 
applied to patients under the influence of the tranquilizing drugs is 
still under investigation. We are all groping in this field and no definite 
conclusions can be drawn. We do not know how far psychotherapy 
can be modified or applied over a much shorter period than has been 
customary in the past. Do the drugs support or replace certain psycho- 
therapeutic functions or not? It is also unclear how the psychothera- 
peutic techniques should be modified with patients under the influence 
of drugs. It is obvious that a patient who is not anxious, who is relaxed, 


and who is not constantly preoccupied with what is going on inside 
of himself is far better able to externalize interest and participate in 
group or in individual psychotherapy than otherwise. Even in optimum 
circumstances, psychotherapy with a psychotic individual is a very 
tedious, hard, and uncertain job. It is possible that with the help of 
the newer chemical compounds and perhaps even more with those still 
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to be introduced, psychotherapy with these patients will become more 
effective and more economical of time. 

Some psychiatrists have raised fears that many patients under the 
influence of these drugs will lose their anxiety. This is particularly true 
of some neurotic patients. In this event they would not have the motiva- 
tion to undergo psychotherapy. It is possible that in some patients the 
drugs remove the discomfort and the patient will not seek any other 
psychiatric help. It is not yet clear if in those patients where the drugs 
are so successful that they are completely symptom free and function- 
ing well, whether they really need further psychiatric treatment or not. 
This will have to be decided in each individual case. 

Some psychiatrists also maintain that the extensive use of these drugs 
is deplorable because they deprive the patient of his incentive to under- 
go psychotherapeutic or analytic work which is the only treatment 
able to affect the patient’s emotional difficulties on a causal level. We 
would like to call attention to the fact that in present-day psychiatry 
there are only a few conditions where we are able to apply a causal 
treatment. Most of our treatments as used today, somatic or psycho- 
therapeutic, are symptomatic. To be able to claim that psychotherapy 
does a causal etiological job in a psychotic individual would imply that 
we know the origin of these disorders. Based on present-day psychiatric 
knowledge, the etiology of quite a number of neurotic disorders is 
also obscure. Therefore, to assume that one treatment is symptomatic 
and another is causal is unwarranted. 

Observations obtained from carefully studied individual cases and 
from mass experiments would indicate that the tranquilizing drugs act 
by suppressing the patient’s symptomatology. They suppress certain 
clinical manifestations in the patient in the same way as an anti-epileptic 
drug suppresses epileptic discharges. From a clinical point of view 
this is a real accomplishment. However, we have at present no indica- 
tion that any of these compounds will touch upon the substructure of 
the psychotic individual, or that they influence qualitatively the matrix 
on which the psychosis develops. These compounds quantitatively in- 
fluence the patient’s symptoms by reducing their intensity to a varying 
degree thereby enabling the patient to function. In many instances this 
reduction in the intensity of symptoms will need psychotherapeutic 
supplementation in order to solve some of the patient’s conflicts. 
The integration of the drug therapies with other forms of psychiatric 
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treatment will be the most important contribution of psychiatric re- 
search and therapy in our day. As usual, if some new therapeutic agent 
is introduced, we observe negation on the one hand and exaggeration on 
the other. We believe that pharmacotherapy is definite progress in 
psychiatric treatment and will benefit a number of patients, On the 
other hand, none of the known chemotherapeutic agents have been so 
effective that we can say whole psychiatric disorder entities will be 
wiped out, or as it has been stated, that hospitals will be closing and 
patients will not be admitted. These chemotherapeutic agents may some- 
what reduce the admission rate to hospitals, but this has not been 
noticeable as yet. We have noted, however, that the discharge rate 
is higher in the mental hospitals. This may be due to the fact that the 
period of treatment of the patient can be shortened, There are some 
indications that patients who have been treated in a hospital and are 
now maintained on tranquilizing drugs outside of the hospital, do 
not relapse as often as patients who received other forms of treatment. 
We need more information on this very important point. If, after a 
comparatively short period of hospitalization, we could treat many 
of these patients, even if only on a symptomatic level and on an out- 
patient status, with the compounds we are using today for the treatment 
of psychoses such as schizophrenia, it would be a considerable achieve- 
ment. We would like to call your attention to the fact that without 
any great fanfare and without even considering it spectacular, 80 per 
cent of epileptic patients are today controlled with the different chemi- 
cal compounds now available, outside the hospital. This has been ac- 
complished even though the etiology of epilepsy is unknown and the 
action of the chemical compounds on the epileptic disorder results in 
only symptomatic relief but does not affect the etiology. 

The use of chemical compounds in psychiatry will be not only 
a symptomatic tool in controlling more effectively than heretofore 
some of the psychiatric disorders, but will lead inevitably to intensified 
research and a better understanding of the biochemical function of the 
nervous system and also a better understanding of the function of the 
nervous system in relation to emotional disorders. 
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THE ORGANIC MENTAL SYNDROMES: 
ELEMENTARY CONSIDERATIONS * 


SAMUEL F. THOMAs 


Associate Neurologist to the Presbyterian and St. Lukes Hospitals, New York 


Ne of our psychiatric patients was speaking of another. 
“That man isn’t crazy,” she said, “he’s got something 
wrong with his brain!” Out of the mouths of patients 
cometh diagnosis. Operation disclosed a subdural he- 


Matoma, 

The organic mental syndromes are groups of symptoms in the 
spheres of thought, feeling, and action, which result typically from 
nervous damage of certain familiar kinds. Various combinations of more 
or less generalized mental impairments with single, multiple, and gen- 
eralized lesions are encountered, Present knowledge affords little basis 
for elaborate inferences a priori. We should avoid postulating surrep- 


titiously a mind operating apart from its faculties; and, on the other 
hand avoid attempting to fit a case into a mere sum of apraxias and 
agnosias without regard for possible underlying deficit of a less special 
nature—such as loss of shift. 

Proceeding to simple considerations: 

Mental symptoms will be classed as reductive and productive—the 
minuses and the pluses of the disorder; what the patient does not do, 
and that of which he does too much. The distinction, in the spirit of 
Amsden’s treatment of the subject, will be less bold and far-reaching 
than Jackson’s division into negative and positive conditions, Fur- 
thermore we do not try to explain each productive symptom as a 
phenomenon of release due to abrogation of a function reduced. Our 
correspondence is more tentative. 

Perception and Response to Perception: 

Minuses: The reductions are manifest in delay, dimness, impairment 
of distinction between figure and ground, narrowing of range, defect 
in visual-spatial perception. 

Pluses: Productions include illusions, misinterpretations, crude and 


* Presented at a meeting of the Section on Neurology and Psychiatry with the New York Neuro- 
logical Society, at The New York Academy of Medicine, December 11, 1956. 


July 1957, Vol. 33, No. 7 


487 
| | 
| 
| 


488 S. F. THOMAS 


elaborate hallucinations, dream-like experiences, abnormal persistence 
of impressions. 
Attention: (A category much abused in sophisticated circles, but useful 
at the bedside. ) 

Minuses: Restriction of range and poor concentration or tenacity. 
The person of normal attentive range can undress while you are talking 
to him. The patient with an organic syndrome—notably the senile— 
cannot attend to two simple things at once. 

Pluses: Vigilance may be heightened. Startle-reactions and other 
distractibilities are evident. Thought and conversation wander, as if each 
topic were a distraction from the preceding. 

Awareness and Level of Consciousness: (A feeling, a subjective state, of 
which the signs are indirect.) 

Minuses: Occur in gradation from lethargy to coma. 

Pluses: Restlessness, and more reflex activities emerge. Agitated 
stupor is perhaps the most frequent condition in the acute cases. 
Orientation: 

Minuses: We distinguish agnostic and amnesic disorientations, In the 
first, the patient fails to recognize the character of his environment, or 
perhaps the time of day. In the second, he appears primarily to have 
forgotten how he came here, and to have lost the sequence of events 
which might tell him the approximate date or era. 

Pluses: Positive, but false and, especially, shifting orientations are 
observed—shifting, that is, between false and true. Where are we? In 
my apartment. A few moments later, where are we? In the hospital. 
Imaginative embellishments sometimes seem to be of a facetious inten- 
tion, but direct questioning reveals the true deficit. 

Memory: 

Minuses: Loss of memory for events or for their sequence (Korsa- 
kow); loss of personal recognition; of immediate recall—these occur 
characteristically in a lacunar form—and distinctly anterograde until 
the condition clears. 

Pluses: Confabulations, and circumstantiality fill the gap. The cir- 
cumstantiality is sometimes defensive (Muncie)—the patient wishing to 
show his command of exact memories. Retrospective falsification occurs 
in the service of a dominant mood—everything was always bad; things 
used to be so good; the patient tells of his prowess. 

Diminished or intrusive feelings of familiarity may be noted here. 
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Behavior: (What the patient does in the course of a brief observation— 
for example, during an hour’s interview.) 


Minuses: Reduction in variety and spontaneity; vacant expression; 
higher apraxias (Brodmann); semantic aphasia (Head) —all these can be 
noted as the patient talks to us, or undresses, or carries out the directions 
of the neurological examination, The special aphasias (e.g., Broca’s and 
Wernicke’s groups) often stand out despite over-all reductions. We 
should be able to spot an aphasia in the midst of delirium. 

There is a falling-off in simple repetitive tasks, as in the digit-symbol 
test of Wechsler. 

Pluses: Perserverations are conspicuous on the productive side. 
Personal Habits: (Dress, eating, sphincters. ) 

Minuses: Dilapidation—a familiar aspect is that of the organic patient 
at mealtime: sloppy tray; tangled bedclothes; dishevelled hair; urini- 
ferous odor. 

Pluses: Smearing play with food, excretions, and monotonous mastur- 
bation may supervene. 

Content and Sequence of Thought: 

Minuses: Range and variety are reduced. There is a loss of ability 
to shift naturally from one topic to another (Goldstein). 

Pluses: Subjects of normal interest are replaced with harping, hypo- 
chondriacal trends; concentration upon the self; banal delusions. 
Judgment: (A choice of behavior adapted to purpose; the taking of 
things sufficiently into account, foresight.) 

Minuses: The general anosognosias are prominent—loss of insight 
into illness; with disruption of economy and planning and sense of self- 
preservation. 

Pluses: Foolish chances are taken, and we see the operation of im- 
pulse and limited systems of thought. 

Conduct As a Whole: (Long-term behavior.) 

Minuses: Demonstrate loss of guiding purposes natural to this per- 
sonality; loss of interests, The patient no longer follows his favorite 
stories in the paper; doesn’t even bother to smoke. 

Pluses: In the fairly common agitated-productive cases, the over- 
activity is more uniform, and less well-sustained than in the manic. As 
superficially observed, conduct may resemble that of the psychopath 
(Cleckley, Breckner). 

Character: (Meliorative aspects of the personality.) 
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Minuses: The patient becomes callous, inconsiderate, and lacking in 
effort and self-criticism. 

Pluses: There are corresponding licenses on the productive side with 
shallow notions of justification. 
Individuality: (That by which a man is known as himself.) This subtle 
group of characteristics is better gauged by impressions of relatives and 
friends than by the findings of the one-time observer. 

Minuses: “He just isn’t the same old John.” “It isn’t like him at all.” 

Pluses: Various stereotypes can be made out on close consideration. 
The patient shows fragments of a whole personality; becomes something 
typical: (“she’s become a typical shrew”). 
Affect: Exerts its influence in all spheres, and is influenced by them. 
Labile euphoria is probably the characteristic affect. We should distin- 
guish 1) Reactive processes, 2) Organic-affective disturbance, 3) Forced 
or “pseudobulbar” types of emotional display and 4) Premorbid features 
of the emotional makeup. 


REDUCTIVE: PRODUCTIVE: 
Perception Intensity - clarity Hallucinatory 
Attention Range, tenacity Startle, distraction 
Awareness (Stupor) Agitated stupors 
Orientation Agnostic - amnesic False orientation 
Memory Loss Falsifications 
Behavior Variety, spontaneity Perseveration 
Content-Sequence Shift; range Preoccupation; delusion 
Habits Sphincters, ete. Stereotypes 
Judgment Planning; insight Chance impulse 
Conduct Interests; goals “Psychopathic” 
Character (Inconsiderate, irresponsible) Licentious 
Individuality Washed out Stereotypes 


AFFECT: Labile euphoria 1) reactive; 2) organic-affective; 
3) “forced” (pseudobulbar affects). 


As we go downward in the list of groups, the indications are by and 
large for more irreversible, more anergastic, but particularly more slowly 
developing changes. The toxic-infective-exhaustive psychoses or deliria 
would fall in the earlier part; perceptive disorders, disorientation, severe 
impairment of attention and alertness. In their early stages, intracranial 
expansions often bring first to our notice a dilapidation of the personal 
habits and of short-term behavior; the disorder then spreading, as it were, 
up and down in the list. Presenile degenerations progress in some- 


Bull. N. Y. Acad. Med. 


THE ORGANIC MENTAL SYNDROMES 49I 


what the same way commonly with a more conspicuous impairment of 
memory. General paresis ranges from the loss of memory to signal 
deficits in conduct, character, and judgment (Esquirol). In senile states, 
the defective memory, behavior, and personal habits contrast strikingly 
with a retention of character and often accentuated traits of individual- 
ity. Intercurrent episodes of delirium are common, Acute alcoholism and 
drug-psychoses present curious and somewhat anomalous combinations 
from all over the chart of symptoms. 

As for the distinction from other psychological conditions, our con- 
sideration of the productive symptoms renders it not at all surprising 
that multifarious psychoneurotic incidents, depressions, excitements, 
elaborate hypochondriacal formations, and even distinct paranoid states 
may be the precursors in an unsuspected organic mental syndrome. Such 
was the situation with Alzheimer’s original case. Since the productive 
symptoms are less specific than the reductive, the clue is always to look 
for the reductions. 

We must consider the interaction of the organic mental syndrome 
with the psychodynamics: a mutual influence so intricate and subtle as 
to make generalization impossible. Thus: restriction of interest, and 
heightened self-concern may amplify depressive feelings of guilt and 
inadequacy; while loss of memory and attention tend to soften them. 

Disturbances in grasp, memory, and orientation following electric 
shock treatment notoriously add to the worries of the obsessional and 
hypochondriacal. Conversely, a previous attitude or preoccupation will 
sometimes run wild among the productive symptoms and even exert 
some selective effect upon the reductions. 

The foregoing remarks are based upon observations made during 
consultation-rounds in two general hospitals. The appended bibliography 
refers to authors mentioned in the text, and is not presented as a compre- 
hensive or even adequate introductory selection for the subject-matter. 


BIBLIOGRAPHY 


Alzheimer. Uber eine eigenartige Erkran- 1936. 
kung der Hirnrinde, Alleg. Ztschr. Psy-  Broca, P. Nouvelle observation produite par 
chiat. 64:146-48, 1907. une lesion de la moitié posteriéure des 

Amsden, G. S. Systematic study of the per- deuxiéme et troisitme circonvolutions 
sonality in estimating adaptability, Arch. frontales, Bull. Soc. anat. Paris 36 :398- 
Neurol. Psychiat. 1:301-12, 1919. 407, 1861. 

Brickner, R. M. The intellectual functions of | Brodmann, K. Physiologie des Gehirns, Neue 
the frontal lobes. New York, Macmillan, Deutsche Chirurgia 11 :87-426, 1914. 


July 1957, Vol. 33, No. 7 


3 
4, 
~ 
oe 
ale 
7, 


492 Ss. 


F. THOMAS 


Cleckley, H. M. The mask of sanity. 3 ed. 
St. Louis, C. V. Mosby, 1955. 

Esquirol, J. E. D. Les maladies mentales. 
Paris, Baillitre, 1839, v. 2, p. 263. 

Goldstein, K. Language and language dis- 
orders. New York, Grune and Stratton, 
1948, chapt. 1, p. 1. 

Head, H. Aphasia and kindred disorders of 
speech. Cambridge, University 
1926. 


Press, 


1932. 

Korsakow, S. Uber eine besondere Form 
psychischer Stérung combiniert mit mul- 
tipler Neuritis, Arch. Psychiat. Ner- 
venkr. 21:669-704, 1890, 

Muncie, W. S. Psychobiology and psychiatry. 
St. Louis, C. V. Mosby, 1939, p. 153. 
Wechsler, D. The measurement of adult in- 
telligence. 3 ed. Baltimore, Williams and 

Wilkins Co., 1944. 


Wernicke, C. Der aphasische Symptomen- 
complex. Breslau, Max Cohn & Weigert, 
1874, 


Jackson, J. H. Selected writings of John 
Hughlings Jackson, edited by James 
Taylor. London, Hodder and Stoughton, 


BOWEN-BROOKS SCHOLARSHIP FOR ADVANCED STUDY ABROAD 


In the current year the Committee on Medical Education will award one Scholar- 


ship grant in the amount of $4,700.00 for the academic year 1958-1959. This 


Scholarship was established by the donor to provide aid for advanced study abroad 


in a clinical subject in preparation for the practice of medicine or surgery in any 


of their branches. 


Candidates must be male interns or residents in voluntary, municipal or Veterans 
Administration hospitals in New York City. The course of study, the auspices 
under which it is to be taken and the place or places where the study is to be 
pursued must receive the approval of the Committee. Applicants are favored who, 
from their records, show themselves capable of advanced work in clinical medicine. 
The Committee stipulates that the study be pursued abroad, preferably in Great 


Britain or in Continental Europe. 


Applications for this Scholarship must be submitted by SEPTEMBER 1, 1957. 


Candidates may secure application forms by addressing: 


Robert L. Craig, M.D., Executive Secretary 
Committee on Medical Education 
The New York Academy of Medicine 
2 East 103 Street, New York 29, N. Y. 


Bull. N. Y. Acad. Med. 


PUBLIC HEALTH ASPECTS OF AGING 


Transcription of a Panel Meeting* 


Harry D. Kruse . . . Moderator 


Executive Secretary, Committee on Public Health, 
The New York Academy of Medicine 


Panel Members 


Leona BAUMGARTNER 


Commissioner of Health, City of New York 


Henry W. Kose 


and Hospital Services, 


Director, Bureau of Medical 
City of New York 


Department of Hospitals, 


Mr. Henry L. McCartuy 


Commissioner of Welfare, City of New York 


* Presented at the 28th Graduate Fortnight on Problems of Aging, of The New York Academy of 


Medicine, October 19, 1955. 


July 1957, Vol. 33, No. 7 


493 
= 
on 
—— 


494 H. D. KRUSE AND OTHERS 


MODERATOR HARRY D. KRUSE: The first speaker, Mr. Henry L. 
McCarthy, Commissioner of Welfare, City of New York, has long had 
an interest in the subject of aging and his department is conducting a 
valuable program for the welfare of elderly citizens. This program 
which is oriented to meet the socio-economic problems of the elderly 


comprises several lines of activity. Commissioner McCarthy will describe 
them. 

MR. HENRY L. MCCARTHY: Thank you, Dr. Kruse, and greetings to 
all the doctors and friends who are here today. 

I want to hasten to reassure everybody that I am not going to speak 
for one hour. We are going to speak collectively for an hour and the 
assignment for me is 20 minutes, My request to speak first was because 
we in the Welfare Department are concerned with the non-medical 
aspects and | thought logical progression might be to move from that 
up through the generalized health interests which would concern Dr. 
Baumgartner, to Dr. Kolbe, who would talk about the more specific 
interests involved in the care of the aged who need hospital care. 

We in the Welfare Department have a primary interest in the eco- 
nomic support of the aged and this is quite a large problem. As you 
know, we have varying estimates of the number of persons over 65 
years of age but a reliable figure seems to be somewhere around 600,000 
to 650,000 in New York and it is surprising to a great many to discover 
that only about 50,000 are in need of assistance from our department. 
This is a rather small percentage, of the magnitude of 8 per cent. This 
is a proportionately small figure compared to many other sections of 
the country. The most striking contrast I could give you would be to 
tell you that in the State of Louisiana 72 per cent of all persons over 65 
are receiving public assistance through the local welfare departments 
and the range is between our 8 per cent and 72 per cent. Most of the 
states have a considerably larger proportion than New York State and 
a great many of them approach that 72 per cent. The difference is ac- 
counted for by many factors but a principal one is that in New York 
State we have a rather strict relatives’ responsibility provision in the 
law. There is a requirement in our state social welfare law that children 
are responsible for the support of their parents and their grandparents 
and we enforce that provision. Necessarily we are bound to enforce 
it and if a younger person refuses to support his parents we have a legal 
process by which we take him into court and force him to do so, Some- 
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times this is embarrassing and sometimes it seems a little unfair because 
we encounter situations like the following example. A man deserted 
his family when the children were small and never contributed a cent 
to the support of the children or the mother. The mother had to go to 
work and raise those children, did a good job of it and the children 
grew up to be decent citizens, marry, have families of their own and 
support them. Suddenly, the father, who deserted the family 25 years 
ago, shows up as an indigent, old person over 65 years of age and applies 
to our department for assistance and we find out he has two sons. This 
is an actual case that came to my attention just recently and the sons say, 
“No, we won’t support that man. He did nothing for us. He did nothing 
for our mother.” Yet we have to take them into court and force them 
to agree to support their father. Usually, in this kind of case the judges 
are quite understanding and they try not to hit the sons with heavy 
contributions but the law does require that they contribute something. 
I don’t want to debate the merits of this law but to point out that 
the law does exist and that it does account, at least in part, for the fact 
that we have relatively few, compared to the rest of the country, aged 
people who are in need of public assistance through the Welfare De- 
partment. The economic problem therefore is relatively not heavy for 
us; rather, we are concerned with other than economic problems. 
We are concerned with the happiness of older persons and we are very 
conscious of the fact that the old person needs something more than 
economic support. As we suggested, most of them are able to take care 
of themselves or are being taken care of financially but not all of them 
are being taken care of in terms of other real needs which they have,— 
their social needs. 

The principal social deficiency which exists for the older persons is 
the fact that they are unwanted, unwanted in industry and unwanted 
in the community. Many feel that they are unwanted in the community 
and sometimes they feel that they are unwanted in their own families 
and this of course results in a distinct trauma to the older person. It 
makes him feel alone and lonely, makes him feel ignored. It makes him 
feel very unhappy and this unhappiness reflects itself in a variety of 
ways. It reflects itself in a dejection and depression which, if he hap- 
pens to be living with his family, with his sons or daughters or grand- 
children, can be very harmful, harmful to the peace and happiness of 
not only himself but his entire family and this may become a real 
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social problem. 

I think everyone in this room probably knows some family that is 
terribly hampered by the existence of this relationship, some young 
family which is hampered by the presence of an older person, a mother, 
a father, mother-in-law, father-in-law in the household who makes life 
pretty miserable either for the wife or the husband and this becomes a 
source of conflict within the family. This contributes to a lot of our 
miseries in the city and more specifically to the breakdown of families 
and has a bad effect upon the children who are being raised in that 
family. Someone has said that if you are to have healthy children you 
must have healthy grandparents around, So we have a real stake in 
trying to correct this condition, 

This has to do with providing occupation for older people, interests 
to take up their time, places for them to go and activities to take part 
in and so we in the Department have felt that along with our provision 
of financial support we can legitimately spend public money to enlarge 
upon the opportunities for recreation and other healthful activities for 
the aged. We have been pioneers in our Department and in this City, 
and for that matter in the country, in the establishment of publicly 
supported day centers, where the aging people can come from g:00 A.M. 
to 5:00 P.M., five days a week as often as they wish, the full five days 
if they desire or anything less than that. At these centers we provide 
not just a place to come and sit and associate with and talk with their 
fellow aged people but we provide things which will stimulate their 
interest and in which they can take part. The best way to illustrate the 
value of this kind of operation would be to give you a first-hand look- 
see at one of our centers. 

I would prefer to take this entire audience to the nearest old age 
center which in this case would be the East Harlem Day Center for 
Older People at 312 East 10g Street or we could take you to the 
Sirovich Center on Second Avenue between 12th and 13th Streets. I 
invite any who are interested to come and visit those centers and see 
for yourselves what goes on there. 

If we were to get in a car now and go down to Second Avenue and 
visit the Sirovich Center, you would find a lot of things going on. I 
usually describe this in the vernacular and say “the joint is jumping.” 
If you walked in there today, this being Wednesday, you would find 


the orchestra rehearsing which they do three times a week, Monday, 
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Wednesday and Friday. These are people who spent lifetimes as pro- 
fessional musicians and who are now in their late sixties, seventies or 
even eighties. The oldest member of the orchestra is 84 years of age. 
The orchestra consists of about 12-15 members playing various instru- 
ments. They rehearse religiously and this keeps these older men so 
completely occupied and so completely aroused and stimulated that we 
never hear any complaints from them. On the coldest days in winter, 
with snow and ice, and in spite of transportation difficulties, you will 
find them getting to rehearsals by hook or crook. Of course they re- 
hearse for a purpose, that is, in order to be able to perform at different 
kinds of functions. We in the Department have been very happy to 
have them on many official occasions. The orchestra comes and plays 
for us and they play at benefits, at hospitals and at all kinds of civic 
affairs. The value to the older people who belong to that orchestra is 
incalculable because they don’t think of themselves as useless people. 
They have a focal point for their interest. They have something around 
which they build their lives, something which occupies them in terms 
of their thinking, in terms of their conversation, in terms of their getting 
up and going some place in the morning, having something to do. They 
are planning where the orchestra will play next week or what new piece 
they are going to rehearse in their regular Monday, Wednesday and 
Friday rehearsals. But that is not all. 

We have other things going on there too, Should you go to the 
second floor you would find people painting, working in ceramics, doing 


dressmaking, making millinery, all kinds of woodwork, all kinds of 


crafts or occupations. You would also find discussion groups and you 
would find classes. We even have a class in arithmetic. One day some- 
body said he had never learned to count, never learned to add, divide, 
subtract or multiply. Since we had a former high school teacher of 
mathematics in the group, it was suggested that a class in arithmetic be 
organized. Announcement of the class was made and among 250 or 300 
who attended the center, there were 30 who wanted that kind of class. 

There is no limit to what interests the people can have. It can range 
from music to dramatics, to discussion, to craft work, to arithmetic or 
even algebra, and these things we have felt are more than recreation. 
We don’t like to describe this program as a recreation program only. 
We think of it as a mental health program, There are some significant 
data available on the value of this in retarding deterioration and the 
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best thing we know about it so far is something that Dr. Rusk did for 
us a few years ago. 

He examined the composition of the population that attended the 
Hodson Day Center in the Bronx, and took that population and their 
age distribution and the length of time which they had been attending 
the center and made a projection of the probable predictable commit- 
ments to mental hospitals that might have occurred in that group over 
that period of time. As I recall the figures, the number who might have 
been expected to be committed in such a group, would have been about 
40 persons within the time span that was studied. Actually it was found 
necessary to commit only one person in that group to a mental hospital. 
This seems to be pretty good evidence that this kind of program keeps 
people mentally alert and mentally healthy and does retard the deteriora- 
tion which often results in commitment to a mental hospital. This of 
course is a great money saver for the community as well as being a great 
boon to the individuals concerned. The money saving comes from the 
fact that we estimate the cost of operating these day centers at about 
$30 per year per person, Although I have all kinds of estimates of the 
cost of hospital care in mental hospitals, some people think that $20 a 
day is probably the true cost of such an operation, When we compare 
$20 per day with $30 per year, we can certainly justify the extension 
and expansion of these day centers, 

My hope is that we will be able to expand these day centers, That 
hope is based upon a real plan to get State assistance for this program. 
Until now it has been financed entirely by the City, but with the new 
State administration’s emphasis on the problems of the aging, I am very 
hopeful we will get State reimbursement so that the City would be able 
to expand this program. I think it is a justifiable expense and if we got 
50 per cent reimbursement, the City would be able to double its number 
of centers and then to expand further. When you realize that the centers 
are now able to provide facilities for only about 6,000 people and I 
remind you that there are 650,000 over 65 and perhaps a million over 
60 in this City, you can see that there may be tens of thousand more 
who could profit by the expansion of these day center operations, But 
our real objective is to keep people in the community as long as possible 
and this is one of the ways in which we think we can help achieve 
this end. 

When we consider the long waiting lists that every home for the aged 
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in the City has, whether it be Catholic, Protestant, Jewish, or publicly 
operated, we realize that we will never be able to erect or maintain 
enough buildings to take care of the aged in institutions, It therefore 
behooves us to do everything we possibly can to postpone the date at 
which people may have to be admitted to these institutions and so to 
curtail admissions as much as possible. 

There are several different approaches to that solution but one of 
the most important is to develop the day centers as places where people 
can enjoy life, even if they have to return to a lonely four walls, living 
all by themselves in the evening. At least they have something to do 
during the day to occupy the time they used to spend going to a job. 
But we are interested in other approaches too. We are interested in the 
expansion of our homemaker service for the aged. We find that in many 
instances the older people can continue to live in their own small 
quarters if they have a little help in the way of homemaker service, 
and we now have 115 homemakers in the Department, trained domestic 
people, whom we send out to families to do the tasks that the older 
people cannot do. Only about 20 of these 115 are now assigned to 
working for the aged, but even these 20 do a tremendous job and have 
been able to assist older people who cannot do the heavy cleaning in 
their homes. I think it has helped them to stay in those homes. I am 
asking for more homemakers in my next budget and that the State also 
participate in this program because this too is a City-financed operation. 

If we expand homemaker service and expand day care, there are 
still a few other things we can do. We can support the efforts of the 
Department of Hospitals and the Department of Health to increase 
the home care facilities. That will be discussed by the other speakers 
but certainly the Department of Welfare, through its membership on 
the Interdepartmental Health Council, should support in every way 
possible expansion of that service. This will also help to keep older 
people in their homes for longer periods of time. 

We should also consider the development of boarding and nursing 
homes. For a great many older people there comes a time when they 
cannot take care of themselves and it becomes necessary to find decent 
homes for them. Sometimes this does not involve nursing care, does 
not involve medical care beyond the occasional or systematic home care 
visits provided by the Department of Hospitals. We can set up board- 
ing homes or we can find boarding homes and pay a decent rate for the 
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same kind of care that we expect in our foster homes for children. In 
other words, what we are now doing and hope to expand, is looking 
for more foster homes for the aged as well as foster homes for children. 
I think you know that we have many thousands of children in foster 
homes in this City and we study these foster homes very carefully, 
and we study the foster parents. We try to find out whether they are 
people who have a real interest in children so that the children will get 
good care in those homes. I think we ought to do just about the same 
thing with the aged. We ought to try to find people who have an 
interest in the aged and will take good care of them. At the present 
time if we place an older person who does not need much medical or 
nursing care in such a boarding home, we pay $94.50 per month. 
Whether or not that is adequate to get the kind of real interest in the 
aged on the part of those we would be asking to take on this job, I 
am not sure. | have asked our Department to restudy this and to 
discuss it with the State administration. It may well be that for the 
kind of care we are looking for we ought to be willing to pay a little 
more. However, we hae succeeded in getting several hundred board- 
ing homes, where older persons, one, two, three or even four older 
persons can move in and be taken care of on this plan. 

We go on from there to the group which does not need hospital 
care but which does need some continuing nursing care. In this area 
we have a tremendous mushroom-growth of nursing homes in this City, 
most of them under private auspices of course and run for profit. We 
have developed a cooperative plan with some of these nursing homes 
whereby we pay a minimum of $150 a month, an intermediate rate 
of $180 and a maximum rate of $200. When we get to the $200 rate 
it means that the nursing homes are taking care of people who are 
really pretty much bedridden, incontinent and in need of maximum 
service. We think these rates are fairly liberal. As a matter of fact, I 
don’t know of any other city in the United States that pays as much 
for this kind of service as we do in New York City and for this rate 
it seems to me we are entitled to insist upon the best possible care. We 
have been working very closely with the Nursing Home Association 
in an effort to make sure that good standards are adopted, observed 
and maintained. The new “hospital code” does set up pretty rigid 


standards for the nursing homes. In my experience the nursing homes 
have been constantly improved over the last few years but constant 
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vigilance is necessary on the part of the public authorities, both the 
Department of Hospitals and ourselves, to see to it that the standards 
are maintained. Certainly we cannot allow older people who have 
continuing medical or nursing needs to be victimized or exploited. The 
temptation to do so exists in the minds of and in the practices of a 
few nursing home proprietors. However, I think we have pretty well 
weeded out those who are predatory and can say, as of this moment, 
that the general practices among the nursing homes in New York City 
which we are using for Department of Welfare clients are on a pretty 
high level. We intend to keep them there by recourse, if necessary, to 
all the enforcement resources that we have. 

We might consider next the need for expansion of institutional care 
on a much larger scale. A large number of people form a group that 
needs custodial care, when private facilities are not available or when 
they don’t fall exactly into the category of either nursing home care 
or boarding home care. I can foresee that in this community we shall 
have the need for and that eventually we shall have homes for the 
aged, custodial homes, in which the service rendered will be comparable 
with that which is offered now by sectarian groups which have set 
up very wonderful homes for the aged. These homes are now being 
operated under the auspices of Catholic, Protestant and Jewish agen- 
cies, but the need for more is increasing. The agencies concerned are 
not able to add to their facilities fast enough to take care of all those 
who need them and I feel that this may be considered as a proper area 
for expansion of the public service. I am certain that Commissioner 
Baumgartner or Commissioner MacLean or I have no interest in 
expanding our empires but that as a result of the increasing number 
of older people who are going to be living longer, the demand for 
custodial care will become increasingly great. Along with that will 
come the need for public home infirmary care, which I am sure Dr. 
Kolbe will discuss. 

I think I have intimated that the problems of the aging are not 
something that we have suddenly just begun to think about. They are 
something that have been in the forefront of my mind and the minds 
of the staff of the Department of Welfare as long as I have been with 
the Department, which is now almost six years, and a lot of spade work 
had been done long before I came with the Department. [ anticipate 
that if I and the staff are going to be around for another six years that 
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one of the main problems we shall have to face is continuing expansion 
of care for the aged on all of these fronts, | wish that my words and 
those of the other speakers here this morning could be heard by the 
people in Albany who will have to approach the State Legislature 
because it is my conviction that the City of New York should not be 
required to do this job alone. We must and should have State assistance. 
I think it has been too long deferred and is long overdue. This should 
be the year in which we get recognition that the problems of aging 
are not just local problems but involve the interest of the whole State. 
Certainly the State’s interest in curtailing the number of mental institu- 
tions which must be built and maintained ought to concern the legisla- 
tors to the extent that they would say that money spent for prevention, 
as we are suggesting here in New York City, will be well spent and 
will be repaid by the savings resulting from not having to build more 
mental institutions entirely at State expense in the future. 

MODERATOR KRUSE: Thank you, Commissioner McCarthy, for a most 
informative presentation of the activities of the Department of Welfare 
for the benefit of the elderly. It was indeed an impressive report. 

The next speaker, Dr. Leona Baumgartner, Commissioner of Health, 


also has had an interest in the problems of the elderly that has extended 


over a long period. Out of her wide experience in the field of public 
health she will describe the health aspects of aging. 

DR. LEONA BAUMGARTNER*: In recent years, more and more attention 
is being paid to the many problems of aging in our society. Among 
these, the public health aspects of aging loom large. The question might 
well be asked: Why all this concern about aging? Haven’t we always 
had old people? Haven’t we always been dealing with the problem of 
the aged? Hasn’t the toll of chronic disease and disability always been 
greatest among our older inhabitants? 

I think that our present increased concern with the problems of 
aging stems from three developments. First, older persons constitute 
an ever-growing proportion of our population. Second, changing social 
conditions make it impossible to deal with the problem of aging in the 
same fashion that we, as individuals, and as a community, have dealt 
with it in the past. And third, there has been a growing emphasis upon 
the concepts of prevention and rehabilitation as applied to chronic 
disease and disability among young and old alike. In my remarks this 
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morning I would like to give some consideration to each one of these 
three factors in turn, 

The trend towards an aging population in our City can most readily 
be appreciated by reference to a number of simple facts,* obtained in 
the 1930 and the 1950 censuses, and by a look at the experts’ estimates of 
the age distribution of New York City’s population in 1970. In 1930 there 
were 264,000 people 65 years of age and older living in New York 
City. These individuals represented 3.8 per cent of the total population 
of the city. By 1950, the number of persons 65 years of age and older 
had increased to 605,000, and this group now constituted 7.7 per cent 
of our total population. It is estimated that there will be 1,050,000 older 
persons living in New York City in 1970, representing 12.3 per cent 
of the population, It is evident that both the absolute and the relative 
numbers of old people in our midst have increased very markedly within 
a short period of 20 years. This trend can be expected to continue for 
many years to come. 

Accurate data on the prevalence of chronic disease and disability in 
New York City or elsewhere in the United States, for that matter, are 
not available. It is possible, however, to arrive at informed estimates, 
estimates that are probably valid within broad limits, on the basis of the 
National Health Survey data, now almost 20 years old. This survey 
revealed that half of the population 65 years of age and older was suffer- 
ing from some chronic disease or disability. Eighteen per cent of the 
older population had a disabling chronic illness that lasted one week 
or more during any one year. The duration of disability among this 
18 per cent of the older population was 191 days in a year. Six per cent 
of the aged were invalids and another 12 per cent were disabled for 
at least one week during the year because of their chronic illness. Dura- 
tion of disability for the latter group was 96 days a year on the average, 
whereas the former, by definition, were disabled for 12 months. 

This means that we can assume that, of our current population 
of 740,000 older persons in New York City,** approximately 370,000 
have some chronic disease or disability, 45,000 older persons in New 
York City are chronic invalids, and an additional 90,000 experience at 
least one week of disability during the year because of chronic illness. 
The average duration of disability among this latter group is about 


* Fact Book on the Aged in New York City, Welfare and Health Council of New York City, Sep- 
tember, 1955. 
~“— population estimate by Division of Research, Office of Master Planning, Department of City 
anning. 
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three months. Therefore, about 10 per cent of our older population, or 
74,000 individuals, are incapacitated on any one day because of chronic 
illness. 

What does this mean in terms of the need for and the use of facilities 
for medical care? The absolute needs of this group of persons for 
medical care have never been measured accurately. We do have an 
indication of the use of some of the facilities for medical care, however. 
A joint study by the Departments of Health and Hospitals, in coopera- 
tion with the Russell Sage Foundation, revealed that 16 per cent of the 
discharges from the municipal hospitals of New York City during a 
six-month period in 1952 were of persons 65 years of age and older.* 
Since older persons tended to have longer stays in hospital than younger 
persons, the percentage of bed occupancy by older persons was even 
higher than the discharge rate. It is probably a conservative estimate to 
say that one in every four beds in our municipal hospitals is occupied 
by a person 65 years of age or older. The most common diagnoses in 
this group of older individuals were arteriosclerotic heart disease, 
malignant neoplasms, senile psychoses and psychoses with cerebral 
arteriosclerosis, vascular lesions affecting the central nervous system, 
and hypertensive diseases, each accounting for 5 per cent or more of 
the primary diagnoses. 

Many additional figures could be cited to point up these facts in 
much the same or in a slightly different way. For our purposes this 
morning they are unnecessary, since it is clear from the evidence pre- 
sented that: 

1. The numbers of aged persons in the population of New York 
City have increased and will continue to increase markedly. 

The prevalence of chronic illness and, more particularly, the 
prevalence of disabling chronic illness, is high among the aged. 

3. The use by older persons of such facilities for medical care as 
our municipal hospitals is out of all proportion to their numbers. 

We might now direct our attention to the changing social scene 
and its implications for the aged and their problems. Perhaps the most 
important element here is the change in our family structure. For all 
practical purposes, we no longer have the three-generation households 
which were common at the turn of the century, This results in part from 
the prevailing social values and in part from housing limitations. 


* Fraenkel, M. and Erhardt, C. L. Morbidity in the municipal hospitals of the City of New York, 
Russell Sage Foundation, New York, 1955. 
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Among the many questionable accomplishments of industrialization 
and technological progress in our society must be counted the decrease 
in the economic importance of the aged and their concomitant loss of 
social status. As for the effects of housing, the small apartments in 
our multiple-dwelling units and the often even smaller modern private 
houses do not provide space for grandpa or grandma, especially if they 
are sick. 

A factor of equal importance has been the development and progress 
of medical science. In the last 50 years, medicine has become more and 
more complex. The family practitioner can no longer treat almost all 
of his patients in their homes as he did 50 years ago and still be giving 
the best available medical care. In many cases, good medical care requires 
the use of a hospital with its many facilities in terms of personnel 
and equipment. 

But hospital care is costly! Can our older people pay for it? By and 
large, they cannot! 

The source of income for 39 per cent of New York City’s older 
people is Old Age and Survivors’ Insurance.* The average pension is 
$60 a month. An unknown number of these people also receive pen- 
sions from industrial pension plans but, even in such cases, the combined 
monthly pensions are only about $120 a month, Some of these people, 
it is true, have savings. However, the numbers with any substantial 
savings cannot be very large. 

Close to 30 per cent of the older population is either still in the 
labor force or dependent upon a husband or wife in the labor force. 
About one-quarter of our older people are supported by relatives or 
derive their income from sources other than employment. Seven per 
cent of the aged are on old age assistance. 

This, then, is the general picture of the economic status of the aged. 
Here is a large group of persons whose needs for medical care far 
exceed those of other age groups in the population, while their ability 
to purchase such care is less than that of the other groups. 

If, as I believe, public health is the organized social action necessary 
to protect, promote, and maintain the health of the people, then medi- 
cal care for the aged is clearly a public health problem, It cannot be 
expected that any great numbers of our older people will be able to 
meet their needs for medical care if they are left entirely to their own 


* Fact Book on the Aged in New York City, Welfare and Health Council of New York City, Sep- 
tember, 1955, 
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devices. The community, through its official and voluntary agencies, 
must step in and render assistance. 

The sheer weight of the numbers of the chronically ill among the 
aged has emphasized the needs at two opposite ends of the evolution 
of the disease process: one is the need for prevention and the other, 
the need for rehabilitation. 

The prevention of chronic illness has been advocated as the ideal 
solution to major health problems of the aged. The very idea is both 
intellectually and emotionally satisfying. Prevention is considered by 
many to be the traditional province of public health and by some to 
be its only province. We can point with pride to the magnificent accom- 
plishments of public health in the prevention of important infectious 
diseases. If we could do the same thing for the chronic diseases, that 
would seem to be the ideal approach. 

Traditionally, our programs of prevention have had a double- 
barreled approach, First, we have attempted disease prevention in its 
true sense as we do, for example, by vaccination against smallpox, or 
by the proper control of our water supplies to prevent typhoid fever, 
or by case finding and treatment of infectious syphilis and tuberculosis 


in order to prevent spread of the disease to others, But often our pro- 


grams have also had another objective, namely, secondary prevention 
or control, 

At the same time that we have focused our attention upon early 
case finding and treatment of syphilis and tuberculosis with the objective 
of preventing the spread of these diseases to others, we have succeeded 
in diminishing disability and death from these diseases in the individuals 
whom we have treated. In other words, we attempt to prevent not only 
the initial onset of disease, but also its progression when it occurs. 

At present we do not possess the basic scientific knowledge necessary 
for the primary prevention of the vast majority of the chronic diseases, 
and must wait upon the fruits of fundamental research for progress in 
this field. Many do believe, however, that we possess techniques for 
secondary prevention or control of these illnesses. 

For the purpose of our discussion, I might cite one of these ap- 
proaches, the periodic health examination. Such examinations were first 
advocated by Dobell in London in 1863. The first published article in 
this country advocating periodic health examinations was written by 
Gould of Philadelphia in 1900. Some ten years later the idea gained or- 
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ganizational substance in the formation of the Life Extension Institute. 
The principal purpose of this organization was and is to provide periodic 
health examinations. In the middle twenties, a nation-wide drive for 
periodic health examinations was undertaken. It had the backing and 
interest of such organizations as the American Medical Association, the 
National Health Council, the New York Tuberculosis and Health 
Association, and the New York County Medical Society. Since the 
early forties, the periodic health examination, now called cancer detec- 
tion examination, has taken a new hold upon the public imagination. 

Despite this long experience, I regret to say, we still do not know 
whether case finding and treatment in the presymptomatic stages of 
disease either diminish disability or postpone death for the majority 
of chronic diseases. | do not mean to imply, by what I have just said, 
that I think periodic health examinations of adults are valueless, On 
the contrary, I think their value, in relation to a few diseases, has been 
shown and I feel that eventually we shall be able to prove their value 
in others. What I would like to stress, however, is the need for a scientific 
approach to such questions, Isn’t it about time we set ourselves to find- 
ing out where the truth lies, instead of taking Horace Dobell’s word 
for it? 

It may be that some parts of the periodic health examination are more 
productive than others, more productive not in terms of what we find, 
but in terms of what we can do about what we find. It may be that 
the more rapid and less costly screening devices such as multiphasic 
screening can accomplish almost equal objectives. Or it may be that, 
for some diseases, the diagnosis and treatment of early symptomatic 
disease will control such disease as effectively as its discovery and 
treatment in the presymptomatic stage. 

The answer to these questions and to many others of like nature 
is absolutely essential to us, if we are to plan and undertake programs 
for the prevention of chronic disease in an intelligent fashion, We in 
the New York City Health Department propose to work ourselves, and 
to enlist the support of others, to find some of these answers. The 
scientific approach to the problems of the prevention of chronic illness 
has been too long delayed. 

What I have to say about rehabilitation shall be brief. Clinical experi- 
ence has proved the value of rehabilitation. There are not many today 
who question the concept that adequate treatment includes rehabilita- 


July 1957, Vol. 33, No. 7 


2 
| 
a 
4 
‘ 
ate 
ae 
ar 
= 


508 H. D. KRUSE AND OTHERS 


tion. The problem is how to get this done, What is the social machinery 
necessary to make rehabilitation available to that large group of chronic- 
ally ill, elderly people who could benefit, but are not now benefiting, 
from rehabilitation? Here is an area of administration or social research, 
if you prefer that term, that must be pursued before the community 
can set up large-scale service programs. 

In conclusion, I would like to emphasize the following quite obvious 
points: 

1. The proportion of elderly people in our population is increasing. 

2. The prevalence of chronic illness among the aged is high. 

3. Changing social conditions and medical progress have increased 
the need for institutional care of chronic illness. 

4. The aged as a group are in a poor economic position to purchase 
medical care. 

5. The prevention of chronic disease must be approached with more 
than good intentions. It must be placed on a scientific footing. 

6. The social machinery for rehabilitation of the chronically ill 
must be developed. 

MODERATOR KRUSE: Thank you very much, Commissioner Baum- 
gartner, 

The scope of the picture that is being painted for us is impressive: 
first, that described by Commissioner McCarthy in the field of social 
welfare; secondly, that by Commissioner Baumgartner in the field of 
public health. There still remains one part of the canvas to be filled in. 

Our scheduled speaker for the morning was Commissioner of Hospi- 
tals, Dr. Basil C. MacLean; but he is unable to be with us and sends 
his regrets. We are most fortunate, however, in having on this occasion 
his associate, Dr. Henry W. Kolbe, Director of Medical and Hospital 
Services in the Department of Hospitals. Dr. Kolbe will present the 
third aspect of the public health aspects of aging, namely, hospitalization. 

DR. HENRY W. KOLBE: I would like to mention that it is very appro- 
priate that we have the three departments of Health, Welfare and 
Hospitals represented on this panel because these three departments 
during the past two years have been working as a team through an 
agency that has been set up, known as the Interdepartmental Health 
Council. To this group there has recently been added the Community 
Mental Health Board. 

You will find as I discuss the problems of hospitalization with regard 
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to the ever increasing number of aged citizens who come to our hos- 
pitals, that there will necessarily be some repetition. I will touch upon 
some of the subjects previously mentioned by Dr. Baumgartner and 
Commissioner McCarthy since the three departments are so closely 
intertwined in this particular problem. 

I think everyone here is aware of the fact that hospitals are facing 
a critical situation because of the increase in the number of the aged, 
both relatively and absolutely, in our population, In order better to un- 
derstand the situation | think we might say a few words about the extent 
of the problem. Some of these statistics may be known to you and some 
have been mentioned this morning. I will just quote from two reports 
that we have and from two studies that we have carried out in the 
Department of Hospitals within recent years. 

In 1952 a study showed that 16 per cent of all persons discharged 
from municipal hospitals were over 65 years of age. There is another 
figure that is perhaps more significant. Another study, made in 1955, 
covering all except obstetric and pediatric patients discharged from 15 
general hospitals, showed that 26.2 per cent were over 65 years of age. 
Dr. Baumgartner’s statement that one out of every four beds in our 
municipal hospitals is occupied by a person over 65 years of age is 
undoubtedly true. In the future the ratio will rise to even higher levels. 

The most prevalent conditions for which patients in the aged group 
are treated are known to you and have already been mentioned. It is 
important to keep them in mind because in planning new facilities and 
in expanding old facilities, as well as in the development of programs, 
we must know the disease entities that we shall be called upon to treat. 

I wish to call your attention particularly to one type of condition 
which is receiving ever increasing attention—senile psychosis with cere- 
bral arteriosclerosis, That is one of the most common conditions for 
which patients over 65 years of age are hospitalized. I will say more 
about this subject subsequently. 

Another important factor that one must think of in terms of 
hospitalization of the aged is the fact that the aged stay in our hospitals 
much longer than younger people do. I would like to present some 
figures to support this statement. Only 8 per cent of patients under 
55 years of age stayed more than one month in a general hospital while 
23 per cent of patients 65 to 74 years of age and even more of those 75 
years of age and older remained longer than a month. In other words, 
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not only are we receiving larger numbers of aged people into our 
hospitals but they are staying a much longer period of time, 

Due to the advances in medicine and surgery during the last decade 
we have gone a long way toward protecting the population against 
acute disease but now chronic disease remains our biggest problem. It 
is a problem that is increasing in importance every day, particularly 
as the number of people in our population in the older age groups 
increases, Actually, however, many problems with regard to the aged 
begin when the patient is ready for discharge. We can treat the patient 
while he needs hospitalization, But there are various socio-economic 
problems that arise which prevent discharge of the patient to his home 
or another facility. This problem has been discussed by Commissioner 
McCarthy and by Dr. Baumgartner and requires no further statement 
on my part. 

In the care and treatment of the aged we have the home care 
program. This program is becoming more important every year and 
is spreading all over the United States. The home care program provides 
medical and nursing service to a patient who has been in a hospital, who 
no longer needs all the services of a hospital but who does require 
attention, both medical and nursing, which can be given to him in 
his home. The Department of Hospitals has approximately 20,000 beds 
in all, both for general care and for special cases. We carry at all times 
approximately 2,000 patients on home care. I wish you would realize 
the significance of this because only ten years ago the majority of 
these cases would have been kept as long as four to seven years in our 
long term hospitals. These patients are now in their own homes and 
they receive medical and nursing care. They are returned to the hospi- 
tal whenever an acute phase requires it. At the present time we have 
a home care program in effect in all of our general care hospitals with 
the exception of one, We propose to expand this program to include the 
new Abraham Jacobi Hospital in the Bronx, which will be opened 
very shortly, and the Bird S. Coler Hospital on Welfare Island. 

It is also important to keep in mind that the cost of taking care 
of a home care patient is approximately one-tenth the cost of taking care 
of the same patient in a general care hospital. 

What are the other facilities we have available for the aged patient 
who is ready for discharge from a general hospital? We may transfer 
him to special long term facilities. I will mention three of those facilities 
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which are maintained by the Department of Hospitals. We have the 
Bird S. Coler Memorial Hospital and Home with approximately 2,000 
beds; the Goldwater Memorial Hospital with 1500 beds; and the custo- 
dial institution, Farm Colony, with almost 1200 beds. These institutions 
are filled to capacity at all times and the need for this type of facility 
is obvious. 

Other patients who are ready for discharge are transferred to nursing 
homes and Commissioner McCarthy has already spoken about them. I 
wish merely to mention that there are over 5,000 beds in nursing homes 
in New York City and they also are filled to capacity most of the time. 
There has been considerable expansion of this type of facility in the 
community and there is no doubt that this expansion will continue, 

Now the question arises, how can we meet the problem? We cer- 
tainly do not have all the answers now. The problem will be met after 
considerable study. The solution will not be the work of any one, two, 
or three departments. It will have to be a community-wide effort which 
will include all groups interested in this particular problem. I will merely 
speak of the problem as it affects hospitals. It is obvious that the pattern 
of hospital care has been changing, particularly during the past ten 
years. I speak specifically of the general care hospital. 

Only a short time ago our concept of the general care hospital was 
that of a place where the acutely ill patient was treated and after receiv- 
ing definitive treatment was then discharged, From the figures I have 
given you and also those presented by Dr. Baumgartner it is obvious 
that more and more of our beds are being taken up with long term cases, 
In other words, we must plan our hospitals differently from the way 
we have been planning them in the past. We must not think in terms of 
acute illness, of general care, of long term or chronic disease care but 
we must think in terms of a patient who is ill and must be treated regard- 
less of age and regardless of disease. 

Specialty hospitals are decreasing in number for this very reason. In 
all our new facilities which will be opened shortly—and I would like 
to mention them briefly, the Abraham Jacobi Hospital in the Bronx, the 
Elmhurst Hospital in Queens, the new Coney Island Hospital in Brook- 
lyn as well as the new Metropolitan Hospital which has recently been 
opened in Manhattan—we have taken cognizance of this changing pattern 
of hospital care. In order to take care of the long term case certain 
facilities are needed which were not included in the general care hospital 
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of ten or twenty years ago. The need for rehabilitation facilities in all 
our institutions has long been recognized, All of our new institutions and 


many of our older hospitals, particularly the larger ones, have now been 
provided with rehabilitation facilities. 

I would like to make clear that when I speak of a hospital which 
has all the facilities to take care of all types of cases regardless of age 
and disease, there are certain limitations. A small hospital obviously 
cannot have the facilities for treating long term patients. The small 
hospital may take care of the acute phase of chronic diseases but cannot 
carry a patient for a long period of time, because if it did so all its beds 
would soon be occupied and it could not fulfill its responsibility to the 
community to take care of the acute general type of case. However, 
certainly all our larger hospitals, all our medical centers, should be 
planned for comprehensive care of the sick. 

A short while ago I mentioned that senile psychosis is one of our 
major problems. What is happening now is that a patient with certain 
signs of cerebral arteriosclerosis is often rushed to a mental institution, 
usually Bellevue Hospital or Kings County Hospital, and shortly there- 
after is committed to a State institution. We believe that a majority of 
these cases do not require commitment to State hospitals and it is unjust 
to send them there. This is particularly important in view of the chronic 
over-crowding of State mental institutions and the need to build more. 
We must meet the problem by taking care of these patients wherever 
we can in the general hospital and we also must develop programs of 
prevention in order to reduce the ever increasing percentage of aged 
people who develop the symptoms of senile psychosis, It is a problem 
that has not been met. This has been discussed by both Commissioner 
McCarthy and Dr. Baumgartner. I also mention it to you because it 
is one of the major problems that we have to contend with in the 
Department of Hospitals. 

I would like to emphasize just a few points in conclusion. The first 
is that we must orient our general hospitals to meet the comprehensive 
needs of the ill, regardless of disease and regardless of age. 

Second, we must develop special facilities and train the necessary 
technical personnel to provide the’ special services required for the 
care of the aged in the general care hospital as well as in the chronic 
disease or long term institution. | wish to emphasize again the necessity 
for the development of a specific program for the care of the senile 
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patient and suitable facilities to avoid unnecessary commitment to State 
mental institutions, Finally to emphasize or to restate a subject discussed 
by Commissioner McCarthy, I can envision the expansion of our public 
home infirmary care program because we know that when we deal 
with people in the aged group we are, in the majority of cases, dealing 
with indigent or medically indigent patients. When aged persons can 
no longer be cared for in the community and it is necessary to provide 
other facilities for them, we shall probably have to do so in public home 
infirmary care institutions. It will be necessary and advisable that these 
facilities be closely integrated with proper medical facilities operated, 
I presume, by the Department of Hospitals. 

I have tried to give you a brief outline of what our problems are 
in this particular field. | wish to emphasize again that we do have an 
Interdepartmental Health Council which includes the three depart- 
ments represented on this panel today, as well as the Community 
Mental Health Board. 

The care of the aged is a major problem of the Department of Hos- 
pitals and it is a problem that not only we but the entire community 
must meet. 


MODERATOR KRUSE: Thank you, Dr. Kolbe, for your exposition on 


the hospitalization aspects of the care of the elderly. 

Now we come to the question period, A question directed to Com- 
missioner Baumgartner, in regard to the remarks regarding health 
examinations asks: Has the chest x-ray survey been helpful in revealing 
other conditions besides tuberculosis? Are heart disease cases being 
revealed? For example, according to Army records of World War II, 
the incidence of cases of dextrocardia, with complete transposition of 
appendix and gallbladder, has been found to be ten or more in the 
course of some 100,000 x-ray examinations. 

DR. BAUMGARTNER: There is no question that x-rays initiated largely 
for the purpose of finding the unknown case of tuberculosis are 
extremely important in locating and detecting other conditions, not 
only various heart conditions such as the questioner asks about, but 
cancer of the lung is also being found. For example, in the current 
expanded drive in New York City of chest x-rays to locate unknown 
cases of tuberculosis we are putting particular emphasis on some careful 
evaluation studies to see how valuable this kind of examination is. The 
x-rays, in other words, are currently being read as they have been for 
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some time not only for pathology associated with the tubercle bacillus 
but other pathology. The answer is yes! 

MODERATOR KRUSE: A question for Commissioner McCarthy asks: 
Do you make use of volunteer workers? How about arranging a tour 
to a day center? 

MR. MCCARTHY: We not only make use of but are badly in need 
of additional volunteer workers in all of our day centers. We have some 
very fine volunteers who come in as often as they can during the week 
and who act as instructors in specialties which they know most about. 
We do invite volunteers, and the way to become a volunteer, or to 
suggest to anyone who wants to become a volunteer, is to get in touch 
with our Division of Day Care for the Aged in our central office at 
250 Church Street. It would also be possible to see any one of the 
centers. I think if you see one you see all. There are some slight dif- 
ferences from one center to another but we would be glad to arrange 
a visit and [ will say for anyone in this room who wants to visit one 
of our centers that we have some staff members from our rogth Street 
Center right here. Mr. Nelson probably will be ready to arrange that 
with you, Please stand up and identify yourself in case anybody does 
want to visit rogth Street, which is just six blocks away. 

MR. NELSON: I invite your attention to the list of centers which you 
will find in the back pages of the Fortnight program with the addresses, 


and which you may visit from nine to five. 

MODERATOR KRUSE: This question is for either Dr. Kolbe or Mr. 
McCarthy: What is the incidence of senile psychosis today? Can you 
account for the increased prevalence of this condition? 

DR. KOLBE: I am afraid I cannot account for it. We know it to be a 


fact. We do know that cerebral arteriosclerosis does occur as part of 
the aging process and as our population becomes a more aged pop- 
ulation we will have more and more of these cases. I have no doubt at 
all that socio-economic factors also play a part in the development of 
certain symptoms which lead to the diagnosis of senility with con- 
comitant psychosis. 

MODERATOR KRUSE: The next question goes to Commissioner Mc- 
Carthy: Are there any figures on the percentage of war veterans 
coming under the care of the department who are entitled to care by 
the Veterans Administration? How far does the Veterans Administra- 
tion go in accepting responsibility for such veterans? 
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MR. MCCARTHY: As far as the financial support of veterans is con- 
cerned, we in our department have set up a separate office which 
handles all applications for public assistance from veterans and their 
families. This is called our Veterans Assistance Office and it is located 
at Ninth Avenue and goth Street. This office specializes in these matters 
and we have a staff that is especially trained to know the various kinds 
of benefits that are available to the veterans either through federal 
legislation or state legislation. Sometimes we find that the veteran is 
entitled to a benefit which he himself is not aware of but which we 
can get for him. These benefits may either preclude the necessity of 
his getting assistance from us or make it possible for us to give him 
only supplementary assistance and so reduce the expenditure of city 
and state money. 

As far as the medical service that is available to veterans is concerned, 
it is our usual practice to see to it that a veteran who is in need of medi- 
cal care and who is entitled to it from the federal government, gets that 
first. That is the first port of call for a veteran. When we are con- 
fronted with a veteran who needs any kind of medical care our 
Department first tries to get it for him from the Veterans Administra- 
tion through its medical care program for service-connected or other 
disabilities. Certainly, in a case requiring hospitalization, our first port 
of call is the veterans hospitals. Our experience with the veterans hos- 
pitals is slightly different than with city hospitals. The veterans hospitals 
always have more vacant beds available than the city hospitals, which 
is a good thing from our standpoint because we usually have no diffi- 
culty getting them admitted. Once in a while a particular case may 
come to the attention of the Commissioner’s office where it does become 
necessary for me to persuade the Veterans Administration to admit this 
patient to a Veterans Administration Hospital. In the normal course, 
the Veterans Administration is prepared to take care of all veterans. 

MODERATOR KRUSE: A question directed to Dr. Kolbe: Is home care 
available to aged patients who have been treated in private hospitals? 
If so, at what cost? What does home care consist of? 

DR. KOLBE: Home care service is not available to patients treated in 
voluntary hospitals except where the voluntary hospitals maintain their 
own home care programs. You undoubtedly are familiar with the tre- 
mendous job that Montefiore Hospital has done in this particular field. 
We certainly hope that voluntary hospitals will establish home care 
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programs, I think their value to the patient as well as to the community 
has been definitely established. As I mentioned previously we do have 
a very large home care program in the Department of Hospitals with 
a roster of approximately 2,000 patients at all times. 

Home care service includes medical care, nursing care, medical social 
service, where necessary, as well as all the services that are available in 
the hospital. Medical care in the home is given to these patients by 
members of the house staff and visiting staff of the hospital to which 
the home care program is attached, Nursing service is obtained through 
the Visiting Nurse Association, the cost of which is defrayed by the 
Department of Hospitals. Housekeeping service is given where we 
recognize the patient cannot possibly be transferred to his own home 
unless some assistance is given to him in the nature of housekeeping 
services similar to the home making service of the Department of Wel- 
fare. Patients on home care are frequently brought back to the hospital, 
either to the outpatient department or to the inpatient service for special 
treatment and diagnostic procedures when indicated. The home care 
patient on our regular census is not considered discharged. When a 
patient has been on the inpatient service and is ready to go on to the 
home care service he is still carried on the census of the hospital as a 
transfer. In this manner we try to give a comprehensive service to the 
patient who requires medical, or nursing services but does not require 
actual hospitalization with the utilization of a bed, which is so urgently 
needed for acute cases and for other patients who are ill and who need 
definitive treatment, 

MODERATOR KRUSE: Commissioner McCarthy, your final question: 
Have any steps been taken to introduce the concepts which you dis- 
cussed into a hospital setting, particularly the concepts concerning 


mental health? 
MR. MCCARTHY: Before I answer that I wonder if Dr. Kolbe would 


permit me to supplement the answer to the last question. I should like 
to point out that many voluntary homes for the aged have now started 
their own home care programs, There is the element of a defensive 
operation involved because they realize that their waiting lists can be 
made a little less pressing if they carry on a home care program, thus 
keeping people who are on their waiting lists in the community longer 
by providing home care for them, For persons who are not dischargees 
or transferees from a hospital service, we provide visiting nurse service 


Bull. N. Y. Acad. Med. 


PUBLIC HEALTH ASPECTS OF AGING 


also and we pay the Visiting Nurse Association for this service. 

Many institutions for the aged are developing into both homes and 
hospitals and some are now accredited as hospitals as well as homes 
for the aged. In these institutions you find an increasing concern with 
the problem of senile aging and an increasing desire and effort to post- 
pone and forestall the commitment of senile persons to mental hospitals. 
I am thinking right now of both Catholic and Jewish institutions. | am 
not aware of this being done in any of the Protestant homes, but it may 
be taking place there also. | do know of Catholic and Jewish homes 
for the aged where they have set aside a special floor for those who 
are becoming senile and who are kept there as long as possible before 
commitment to a mental hospital. It is interesting to note that many 
of these aged people who are transferred to this special floor seem to 
have cyclic episodes with senile symptoms and during periods of remis- 
sion the improvement may be such that they can be brought back into 
the normal home population. 


It happens that Commissioner Baumgartner and I are both ex officio 
members of the Community Mental Health Board to which Dr. Kolbe 
referred, which has the very great responsibility of expansion of mental 


health facilities in the City of New York under the new State law 
which permits the State government to give the City of New York 
up to a maximum of $1.00 per person per year, which would give us 
approximately eight million dollars a year. That board has the responsi- 
bility of deciding what facilities within the City of New York, both 
public and private, should be and can be expanded to provide more 
and more mental health services. 

Since we have only been in operation since last October and only 
really started to spend the money last July 1st, we are largely giving 
priority at the present time to expansion of those mental health services 
dealing with youth and with potentially productive adults or adults 
capable of being rehabilitated. We have not yet reached the stage of 
including any of the mental health services for the aged in our expansion 
programs, I think the time will certainly come when we will consider 
providing additional funds, combined state and city funds, under the 
State Mental Health Act, for the expansion of these facilities in the 
homes for the aged and in hospitals which will be providing special 
mental health services for the aged. 

MODERATOR KRUSE: The last question is directed to Dr. Kolbe: Why 
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are you closing Willard Parker Hospital if there is so much need for 
more beds for the aged? This large hospital is now well equipped with 
nurses, doctors and x-ray equipment. 

pr. KotBe: Willard Parker Hospital now operates as a hospital for 
contagious diseases and for tuberculosis, particularly pediatric tubercu- 
losis. You are well aware of the picture in tuberculosis and the falling 
hospital census for the tuberculous. We have closed other institutions 
for this reason. The State has also been compelled to close tuberculosis 
institutions, As far as contagious disease is concerned, we are setting up 
other facilities to take care of this type of case. We will have a con- 
tagious disease unit at Bellevue Hospital, at Metropolitan Hospital and 
at the Abraham Jacobi Hospital. From our study of the incidence of 
contagious disease we know that we will have adequate facilities to 
take care of this type of case. 

As to using Willard Parker Hospital for aged patients, we must 
recognize the fact that Willard Parker is an old obsolescent structure 
for the most part. We feel that the aged patient is entitled to facilities 
equal to those enjoyed by patients of other age groups and other condi- 
tions. We also have the following situation due to the very great expan- 
sion program of the Department of Hospitals. We are establishing a 
sufficient number of beds, particularly in large hospitals to take care, 
for the time being, of the aged population of which we have been 
speaking. We find by a study of the number of beds available or beds 
that will be available within the next year and also based on past 
experience that the Bronx, Queens, and Brooklyn will certainly have 
an adequate number of beds in general care hospitals. We feel that 
many of the aged people can be taken care of in these facilities, particu- 
larly those who require hospitalization, which is our major problem 
at the present time. For these reasons the Department of Hospitals 
believes there is no longer any need for Willard Parker Hospital. 

MODERATOR KRUSE: To the panel members, Commissioner Baum- 
gartner, Commissioner McCarthy and Dr. Kolbe our very deep thanks 
and warm appreciation for a most informative panel on the social 
welfare, health and hospital aspects of the aged. 
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REPORT ON PSYCHIATRIC CLINICS 
BY THE 
COMMITTEE ON PUBLIC HEALTH*t 


OF 


THE NEW YORK ACADEMY OF MEDICINE 


HE State Charities Aid Association and its afhliate, the New York State Society 
gy for Mental Health, requested the Committee on Public Health to recommend 
minimum standards for a psychiatric clinic under the supervision of a psychiatrist. 
In the request, the opinion was stated that what is needed at present are minimum 
standards. The Committee was also asked to express an opinion on the extent to 
which the New York State laws should be amended to provide further legal pro- 
visions for establishing standards for psychiatric clinics. 

After long deliberation and study, the Committee arrived at the following 
decisions: 

1. A psychiatric clinic may be defined as any organization, public or private, 
which offers psychiatric diagnosis, care, and treatment to outpatients under 
the medical responsibility of a psychiatrist. A clinic operated within a hospital 
by a group of qualified psychiatrists on a budget derived from patients’ fees 
shall be considered to be within this definition, as shall privately owned and 
operated clinics. This point should be specified in the law. 

Operation of a psychiatric clinic should not be restricted to an official depart- 

ment, agency or membership corporation. 

Psychiatric clinics as defined should be subject to licensure with the provision 
that they be required to submit reports. 

Licensure should be a function of the state. It should be based on standards 
of professional care, not type of membership or fee schedule. The state should 
set the standards under which a psychiatric clinic must function to be eligible 
for licensure. 

There should be no exemption from licensure for any psychiatric clinic, in- 
cluding those in the Department of Mental Hygiene, and in municipal and 
voluntary hospitals. 

The law should be amended to give the State Commissioner of Mental 
Hygiene power to inspect and investigate any psychiatric or mental health 
clinic. The Commissioner should be further empowered to delegate at his 
option to a local Community Mental Health Board the inspection of a facility. 
The Community Mental Health Board should act as an inspecting agent only 


* Approved by the Committee on Public Health of The New York Academy of Medicine, November 
5, 1956. 


+ Report prepared by Subcommittee on Psychiatric Clinics, comprised of: Lawrence C. Kolb, M.D., 
Chairman; Margaret Barnard, M.D.; Beatrice Bishop Berle, M.D.; John M. Cotton, M.D.; 
Stephen P. Jewett, M.D.; M. Ralph Kaufman, M.D.; Robert W. Laidlaw, M.D.; Paul V. Lemkau, 
M.D.; H. D. Kruse, M.D., Secretary. 
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upon request from the Commissioner. Such a delegation of power should not 
be in perpetuity. 

Before operation a new clinic should be required to obtain either a provisional 
or regular license. 

A provisional license should be issued upon approval of plans for a 
projected service. Such a provisional license should be valid for two years and 
should be renewable only once. A regular license should be issued only after 
inspection of a clinic and after all requirements under the regulations are met. 
Such a license should be valid for two years and should be renewable upon 
inspection, but cenewable only once without inspection. 

These provisions should supersede the existing law concerning licensure. 
For existing clinics the new law should become effective not earlier than one 
year after its passage; but within two years after its effective date the Com- 
missioner of Mental Hygiene should have completed inspection of them and 
passed upon their qualifications. To each clinic he should give six months 
notice of his intention to inspect it. 

The Commissioner of Mental Hygiene should be empowered to revoke a 
license for sufficient cause. He should further be empowered to take steps to 
close any psychiatric clinic which persists in operating without a license. 
There should be a provision in the law for penalty for operation of a 
psychiatric clinic without a license. 

The standards for psychiatric clinics as contained in the regulations of the 
New York State Department of Mental Hygiene should be adopted with the 
following amendments: a) under the standards for psychiatrist-in-charge, ‘‘or 
its equivalent’ should be inserted after the sentence ending “coordinated serv- 
ices’; b) when a clinic has only one psychiatrist on its staff, he should meet 
the requirements specified for the staff psychiatrist; c) all personnel other 
than the psychiatrist-in-charge who have been functioning in a particular 
professional category for at least five years prior to the enactment of these 
standards shall be entitled to a waiver of qualifications at the discretion of 
the Commissioner of Mental Hygiene. 

It is desirable that a clinic should operate not less than two sessions per week 
separated by at least a twenty-four hour period, and that one responsible 
member of the staff shall be available at all other times. 

The minimum personnel for a psychiatric clinic should be a psychiatrist and a 
social worker and/or psychologist. 

It is not possible to state the maximum case load that should be carried by 
each staff member. That depends on the nature of the function of the clinic 
and the nature of the case load. The maximum case load should be determined 
by the psychiatrist-in-charge. 

The ratio between the various professional categories in a psychiatric clinic 
should be such that it would permit each member of the team to carry out 
effectively his responsibilities. 

If a clinic operates for two sessions a week, the psychiatrist-in-charge should 
be present at each session. If it operates more frequently, the psychiatrist-in- 
charge should be present at least one-half of all clinic sessions. 
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Tentative program — complete program to be announced later 
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Tu sday, October 8 
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CONNECTIVE TISSUES IN MEDICINE AND SURGERY 
CURRENT CONCEPTS OF THE HOMOPLASTY ENIGMA 
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POTASSIUM: RENAL HANDLING, METABOLISM AND CELL MEMBRANE 
EFFECTS 
RENAL TUBULAR DYSFUNCTION IN CONGESTIVE HEART FAILURE 


RENAL EXCRETION OF URIC ACID IN GOUT: MODIFICATION BY 
URICOSURIC AGENTS IN TREATMENT 


Friday, October 11 
CURRENT VIEWS ON THE BIOCHEMISTRY AND PHYSIOLOGY OF 
MYOCARDIAL CONTRACTION 
PHYSIOLOGY OF HYPOTHERMIA 
THE PRESENT STATUS AND THE PROBABLE DIRECTION OF FUTURE 


DEVELOPMENTS IN OPEN CARDIOTOMY IN THE CORRECTION OF 
CARDIAC DEFECTS 


5 AFTERNOON PANEL MEETINGS — 3:30 p.m. 


Monday, October 7 — THYROID DISEASE 

Tuesday, October 8 — ADRENAL GLAND AND ADRENAL TUMORS 

Wednesday, October 9 — MODERN ASPECTS OF HEMATOLOGY 

Thursday, October 10 — PRACTICAL APPLICATION OF RADIOACTIVE METALS 
Friday, October 11 —BLOOD PROTEINS 


SCIENTIFIC EXHIBIT — October 2-16, inclusive 


Those who have exhibit material appropriate to the subjects included in the 
Postgraduate Week program are invited to apply for exhibit space. Forms may be 
obtained by addressing the Secretary of the Postgraduate Week at the Academy, 
2 East 103 Street, New York 29, N. Y. 
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permits high dosage, 
more effective diuresis in more patients 


The low incidence of side action with 
Rolicton (brand of amisometradine) per- 
mits high dosage, extending the range of 
effective diuresis to a greater number of 
patients than was previously possible. 

Laboratory studies demonstrate that 
Searle’s new oral diuretic, Rolicton, 
causes positive diuresis with an essen- 
tially balanced excretion of water, sodium 
and chlorides. 

Settel' studied the effect of Rolicton 
in forty-seven patients and found no 
serious side effects. Assali, who observed 
the action of Rolicton in five patients 
with severe toxemia of pregnancy, states* 
that side actions are essentially non- 
existent. Side actions of such low inci- 
dence, together with its diuretic efficacy, 
suggest a high order of usefulness for 
Rolicton. 

One tablet of Rolicton, b.i.d., is usually 
adequate to maintain patients free of 
edema after the first day’s dosage of four 
tablets. Some patients respond well to 
one tablet daily. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the 
Service of Medicine. 


1. Settel, E.: Rolicton® (Aminoisometradine),a 
New, Nonmercurial Diuretic, Postgrad. Med. 
21:186 (Feb.) 1957. 

2. Assali, N. S.: Personal communication, May 

28, 1956. 
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Florinef-S Lotion, 0.05% and 0.1%, 15 cc. plastic squeeze bottles; Florinef-S Ointment, 
0.1%, 5 Gm. and 20 Gm. tubes. 

Also available: Florinef-S Ophthalmie Suspension, 0.1%, 5 cc. dropper bottles; 
Plorinef-S Ophthalmic Ointment, 0.1%, 3.6 Gm. tubes with ophthalinic tip. 


- 
Spectrocin {Squibb Neomycin Gcamiciain) 
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New and Important Blakiston Books 


‘By Distinguished NEW YORK AUTHORS 


JAVERT 


SPONTANEOUS & HABITUAL ABORTION 
By Carl T. Javert, M.D. This new book features 196 illustrations and 94 unique tables of 


statistics based on a study of 2000 abortion specimens covering every factor involved in 
spontaneous and habitual abortion. Approx. 500 pp., 6 x 9, $11.00. 


McAULIFFE 
PRACTICAL OTOLARYNGOLOGY 


This recently published volume by Doctor Gervais W. patie brings forth the latest 
advances in otolaryngology. 318 pp., 544 x 844, Illustrated, $7.00 


MILLER 
ORAL DIAGNOSIS & TREATMENT, 3rd 
Noted throughout the dental field, Samuel C. Miller, D.D.S., F ACD, PADM. has 


revised this new 3rd Edition featuring an original new chapter presented for 
aoe t time in any dental book titled Identification Keys as Diagnostic Aids. 977 pp., 574 


illus., $16.00, 
PATON, KATZIN, STILWELL 
ATLAS OF EYE SURGERY 
ee R. Townley Paton, and Herbert M. Katzin, with illustrations 


Daisy Stilwell. 
approach is a visual one through 464 aaa fine and detailed drawings of 
surgical procedures. 243 pp., 464 illus., $15.00 


PECK & PALITZ 
PRACTICAL DERMATOLOGY 
Both of the Mount Sinai Hospital, New York, Doctors Samuel M. Peck and Laurence L. 


Palitz state in their preface, “ a survey of dermatologic _— as they are commonly met 
with in daily practice.” 380 pp., 122 illus., $7.00. 


POPPER & SCHAFFNER 
LIVER: STRUCTURE & FUNCTION 
This great NEW classic by the well known Doctors pane Popper and oh 9. Schaffner 


a the current, correlated knowledge available for the diagnosis and management of 
ER diseases for all practicing physicians. 777 pp., 204 illus., 7 x 10, $20.00, 


RUBIN & NOVAK 
INTEGRATED GYNECOLOGY 
Josef Novak, M.D., “. . . the best available source among the English works 


mended without reservation for broed use.” The Journal of the American Medical ‘sana 
tion, 1925 pp., more than 600 illus., 3-volume set, $60.00. 


ORDER FROM 


Gpuisto DIVISION, McGRAW-HILL BOOK COMPANY, INC. 


390 WEST 42nd STREET, NEW YORK 36. NEW YORE 
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